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I nave chosen for this evening’s debate the subject of perineorrhaphy. 
I cannot find, though I have looked through the published proceedings 
of your Society for a considerable number of years, that any com- 
munication or any paper on this subject has been brought before it. 
In the glamour of the new possibilities that have been opened up to 
us by the advances in abdominal surgery, the interest in the older 
gynecological operations has of late years somewhat dwindled. And 
yet there can be no doubt that some of those older operations, 
especially the plastic operations, minister quite as much to the 
comfort and well-being of our patients as the more showy achieve- 
ments of modern times. I need only mention as instances the opera- 
tion for the cure of vesico-vaginal fistula and the operation I am now 
about to consider; the one, if successfully performed, restoring the 
power of control over the bladder; the other the power of control over 
the rectum. Can any operation offer a more welcome transition from 
misery to comfort? There may be some present, indeed there may 
be many, who think the last word has long ago been said on the 
subject I have chosen. I do not myself share that opinion, and 
therefore it is that I ask your indulgence whilst I point out what I 
conceive to be the true principles of the operation of perineorrhaphy, 
and then try to describe a method of operating that has afforded 
satisfactory results in my own practice. In a paper that I published 


*Remarks in opening a discussion at the Glasgow Obstetrical and Gynecological 
Society, June 21st, 1905. 
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rather more than twenty years ago,! and again in a contribution that 
lies buried in a volume of hospital reports? which I cannot expect 
anybody to have seen, I traced the various steps by which the opera- 
tion now generally performed has reached its present development. 
I may not always have ascribed the various improvements to the right 
individual, or I may have overlooked the fact that it is possible for 
several different individuals to arrive quite independently at the same 
idea, but questions of priority in such matters are of but little 
importance, and I think my account of the gradual development of 
the operation may be taken as substantially correct. I will, therefore, 
with your permission, and as briefly as possible, tell the story once 
again, quoting where necessary from my former essay. 

In the operation as performed by the earlier operators, the 
denuded surface was so narrow that, even in the successful cases, 
the restored perineum was necessarily thin and fragile, a mere 
bridge, indeed, above which the vagina formed a pouch. To obviate 
this, later operators enlarged the area of the denuded surface by 
removing the tissues more freely from the sides of the laceration, and 
dissecting up a more considerable portion of the mucous membrane 
from the posterior vaginal wall. In 1853, Langenbeck devised an 
operation which he termed perineosynthesis, the express object of 
which was to shelter the newly-united surfaces from the vaginal 
discharges. His suggestion was, after freshening the two sides of 
the rent with scissors, to dissect a semi-lunar flap of mucous mem- 
brane from the anterior surface of the recto-vaginal septum, and to 
lift it up so as to rest, in the form of an inclined plane, upon the 
vaginal aspect of the perineal wound to which he fixed it by its 
convex border. This operation was afterwards abandoned as being 
too complicated, and as not affording sufficient security against the 
formation of recto-vaginal fistula. Eleven years later, Mr. Jonathan 
Hutchinson proposed, in an article in Holmes’s System of Surgery, 
that, instead of a special flap being made for the purpose, as was done 
by Langenbeck, the flap removed during the necessary freshening of 
the surfaces should itself be turned upwards into the vagina, trimmed 
at its sides, and made to slope forwards over the newly-united parts. 
It was, however, in a paper published in April, 1876, by Dr. Delore, 
of Lyons, in the Annales de Gynécologie, that the full importance of 


saving the flap seems for the first time to have been appreciated. 
* “On the Operation for Rupture of the Female Perineum.” Medical Chronicle, 
Manchester, November and December, 1884. 
7 “The Operation for Un-united Rupture of the Female Perineum” (with 
illustrations). St. Thomas’s Hospital Reports, London, vol. xxvii. for 1898, 
pp. 433—447. 
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Delore advocated dissecting up two triangular flaps, turning them 
with their raw surfaces towards each other, and retaining them in 
position by deep and superficial sutures. This method had for its 
object the multiplication of points of contact without increasing the 
area of the actual wound. It also protected the newly-united surfaces 
from the vaginal discharges, and avoided the sacrifice of tissue. 
Innumerable modifications have since been suggested. Perhaps the 
most important are those that bear the names of Emmet, Hegar, 
Hildebrandt, and Lawson Tait. Emmet’s operation, or some modifica- 
tion of it, is that usually practised in the United States, while in 
this country the flap-splitting operation of Lawson Tait is perhaps 
the one most generally adopted. It was Lawson Tait who taught us 
how to simplify and shorten the first part of the operation by splitting 
the flap, as he called it, by means of angular scissors, instead of 
laboriously dissecting up the flap in the old way. He also taught us 
that we could diminish the pain that had hitherto almost invariably 
followed the operation, by including no skin in the perineal sutures. 
The weak point of his operation, in my opinion, is that it leaves 
unsutured both the rectal wound and the vaginal. The absence of 
any attempt to bring together the divergent sides of the rectal rent 
makes it extremely unlikely that the torn ends of the sphincter 
muscle will re-unite, whilst the non-suturing of the vaginal rent 
leaves the newly-united perineal wound unnecessarily exposed to the 
vaginal discharges and omits a valuable safeguard against the 
formation of a recto-vaginal fistula. These are the main reasons 
that have prevented me from adopting Tait’s operation in its entirety, 
notwithstanding the ease and rapidity with which it can be per- 
formed, and the many points in which it marked a distinct advance 
on most of the methods of operating previously in vogue. So long 
ago as the year 1879, the late Dr. Alfred Wiltshire, at a meeting of 
the Obstetrical Society of London, maintained that it was essential 
to the complete success of the operation that the torn ends of the 
sphincter should be exposed and re-united, and he recommended that 
the muscular fibres should be rendered actually apparent to the eye, 
and then be brought together by silk sutures. A suggestion of a 
similar kind was made by Howard Kelly, of the Johns Hopkins 
Hospital, Baltimore, in 1899. In a paper read before the American 
Gynecological Society on the 24th of May in that year, he expressed 
his conviction “that the best method of treatment of a torn sphincter 
is by liberating it from the surrounding tissue and then uniting the 
freed ends by buried catgut sutures”; and “that the results of this 
method of suturing are far better than those obtainable by any of 
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the methods generally practised, which depend upon the approxima- 
tion of broad surfaces, including the sphincter ends, without using 
any special plan of suturing to hold the ends in accurate apposition.” 

Such is a brief account of what I believe to be the more important 
suggestions that have been made from time to time towards the 
improvement of this operation. I purpose now to consider the 
conditions that any method of operating ought to fulfil in order to 
be considered satisfactory. 

1. It should restore the perineum as nearly as possible to its 
original size and shape. There is a great tendency for operators to 
be satisfied if the new perineum has a good covering of skin of the 
orthodox extent, but it scarcely needs to be said that the skin in the 
situation of the perineum may present quite a natural appearance, 
and yet there may be no real perineum at all. The gynecological 
operator should familiarise himself with the size and shape of the 
average perineum of the adult female, by taking mental note of these 
during his ordinary examination of patients. One of the many 
advantages of habitually examining in the dorsal position, and sitting 
where the external parts can be distinctly seen, is that one becomes 
familiar with the normal aspect and dimensions of those parts under 
varying conditions as to age, child-bearing, etc., in a way that is 
otherwise impossible. The knowledge thus gained is extremely 
valuable when it becomes necessary to undertake repairs. It is always 
a temptation to the inexperienced, partly from want of observation 
as to the normal length of the perineum, and partly from an over 
anxiety lest the new perineum should not be long enough, to carry 
the new perineum too far forward. This, especially during the 
child-bearing age, is to be carefully guarded against. Should the 
patient again become pregnant and bear a child, a perineum so 
prolonged must almost of necessity give way. I have even known of 
a perineum repaired so extravagantly well as to create difficulties in 
the married life. 

2. In an ideal operation there should be brought into apposition 
a sufficiently large area of raw surface on the two sides, to make union 
almost certain. The multiplication of points of contact in a wound 
greatly facilitates the healing process. This is a point to bear in 
mind in all plastic operations. In the operation I shall presently 
describe, a considerable extension of raw surface is secured by 
turning the vaginal flap upwards, so that when the perineal wound is 
closed, this flap will necessarily be folded upon itself in such a way 
as greatly to increase, indeed almost to double, the areas of denuded 
surface brought together. 
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3. A satisfactory perineal operation requires, in my opinion, that 
the edges of the rectal side of the tear, and the edges of the vaginal 
side of the tear, should be severally brought together by careful 
suturing. It will be easy, on reference to the drawing, to realise that 
when the torn recto-vaginal septum is divided, whether it be by 
splitting with scissors or by dissection with a knife, there will 
necessarily be a V-shaped notch in the raised flap exactly correspond- 
ing to the triangular gap in the rectum. The triangular gap in the 
rectum should be carefully closed in order to restore the lower end 
of the bowel to its normal condition. The V-shaped notch in the 
vaginal flap should be closed, partly to restore the integrity of the 
flap so that it may be an effective shield to the new perineum from 
vaginal discharges, and partly to ensure the patient against the 
formation of a recto-vaginal fistula. 

4. It is a further condition of a satisfactory operation that the 
patient’s convalescence should be rendered as free as possible from 
pain and discomfort. To this end, advantage should be taken of the 
fact which we owe to the acute observation of Lawson Tait, that 
when no skin is included in the grip of the perineal sutures the 
patient suffers no pain. I do not advocate the plan that he adopted 
of avoiding the skin entirely. That plan involves the concealment of 
the knot of the sutures from view, and as a consequence much groping 
about, and disturbance of the wound, when the time comes for the 
stitches to be removed. Fortunately, freedom from pain is almost 
equally well secured by including only a narrow edge of skin in the 
sutures, and by taking care that there is no tension when they are tied. 
As a further means of reducing the discomfort of convalescence to 
a minimum, it is desirable that the dressings and manipulations 
required should be as few and simple as possible. I dare say every 
operator has found this out, but I will at any rate mention a little 
later on the methods I have found most satisfactory in these respects. 

5. Again, an operation, to be of general applicability, should be 
as uncomplicated in its character, and as easy to execute and to 
explain, as is compatible with a successful result. No doubt many 
excellent operations have been abandoned owing to their not fulfilling 
these conditions of simplicity of design and ease of execution. At 
the best, the operation of perineorrhaphy is an extremely difficult 
operation to describe, and one of which the steps are difficult to follow 
from any description however clear. But these difficulties, inherent 
in the very nature of the operation, are greatly and quite un- 
necessarily increased by complicated methods of operating. 

6. Lastly and most important of all, the operation should have 
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the result of restoring to the patient efficient control over the contents 
of the bowel. If this result be not attained, however excellent may 
be the appearance of the new perineum, the operation must be pro- 
nounced a failure. 


Having now stated what I believe to be the criteria by which 
methods of performing this operation ought to be judged, I will 
occupy the remainder of the time at my disposal by describing the 
method of operating that I have for many years adopted. It is based 
on a method which I learnt twenty-five or thirty years ago, from a 
junior colleague in St. Mary’s Hospital for Women at Manchester, my 
friend Mr. J. H. Ewart, now of Eastbourne. I claim no originality 
for it, nor does he. The details have necessarily been altered from 
time to time with increased experience, but the principles which 
underlie the operation remain the same. 


The appearances presented in a case of complete rupture of the 
perineum are shown in the drawing (Fig. 1). 


The tear through the recto-vaginal septum, originally of course 
linear, has assumed the usual appearance of a triangular gap, owing 
to the divided ends of the torn sphincter becoming widely separated. 
The position of the torn ends of the muscle is usually indicated by a 
dimple on each side of the anus. These dimples are seldom absolutely 
symmetrical in position. The sides of the triangular gap are white, 
well-defined and cicatricial. They mark the line where vaginal 
mucous membrane and rectal mucous membrane meet. 





Mr. Lawson Tait commenced the operation by directing his assistants 
to make lateral traction with the fingers on each side of the anus, 


whereby all appearance of a triangle is forthe moment effaced, the two 
sides forming a single, tense, transverse, white line. By plunging one 
blade of a pair of angular scissors deeply into the tissues of the recto- 
vaginal septum at the left extremity of this white line, and dividing 
the septum into two layers from the one end of the white line to the 
other, this part of the operation is greatly facilitated. From each 
extremity of this first incision, a cut is now made running forwards 
and another running backwards, the whole series of incisions being 
at this stage roughly represented, as Mr. Tait suggested, by the 
capital letter H. The forward incisions will mark the outer bound- 
aries of ithe vaginal flap, and their length will determine the length 
of the new perineum. 

The inexperienced are apt, as I have said, to be tempted 
to carry the anterior border of the new perineum too far 


forwards, improving, as it were, upon the original. This is to be 
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avoided for the reasons already given. It will generally suffice for 
these incisions (which are carried along the line at the sides of the 
vulva where skin and mucous membrane meet, or perhaps to be more 
exact, where the skin alters in character) to be made to terminate 
where scar tissue ends, 7.e., where the original perineum ended. If 
this is difficult to recognise, it will usually be safe to let them 
terminate where the labia minora commence. 

The two backward cuts are much shorter. Their object is to 
facilitate (1) the exposure, and (2) the union of the divided ends of 
the sphincter.! 

The completion of the vaginal flap may be accomplished either 
with the scissors or the knife, the left forefinger being on guard in 
the vagina. The line of reflection of the flap should be nearly 
horizontal, and should extend completely across from the anterior 
end of one lateral incision to the anterior end of the other. 

Now that the fingers of the assistants have been withdrawn, and 
all lateral traction has been removed, the triangular shape of the gap 
in the torn anterior wall of the rectum will again be apparent. This 
gap will, as I have pointed out, be represented in the flap which has 
been dissected up and which may now be called the vaginal flap. I 
believe that it is worth while taking considerable care to restore the 
integrity both of the vaginal flap and of the anterior wall of the 
rectum. 

With regard to the method of suturing? I cannot regard it as a 
point of importance and shall be sorry if it be made to figure too 
largely in the debate. I have my own plan which I will proceed to 
describe. At the same time I quite recognise that this is a matter 
about which every operator will have his own opinion, and that 
equally good results are obtainable by very different methods. The 
method I usually employ is the following. The first suture passed is 
the buried perineal suture (this may necessitate the introduction of 
the finger into the rectum, so that it is better to do it before inserting 
the rectal sutures). The perineal needle is introduced into the skin 
about ith of an inch from the margin of the denuded surface on the 
patient’s left side, at a point immediately below the angle of reflec- 
tion of the vaginal flap. It is passed completely round from one side 
to the other in the substance of the recto-vaginal septum, just above 
the line of reflection of the flap, and the point is made to emerge on 

? Tf a little triangular piece of skin be left between the backward incision and the 
darker tissues of the anus, it will be found to be a good plan to remove it. 


? The suturing is facilitated by passing a temporary ligature through the vaginal 
flap, as shown in the drawing, and holding it up out of the way. 
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the right side at a spot corresponding to the aperture of entrance on 
the left side. The needle should not, during its course, make its 
appearance either in the rectum, in the vagina, or in the wound. 
The suture should be a buried suture throughout. Its use is to brace 
up the whole perineum, and to prevent there being any spaces left in 
the deeper part of the wound where the raw surfaces are not in 
contact, and in which fluids can accumulate. In cases where no such 
spaces seem likely to occur, the buried suture may be dispensed with. 
When the needle has been successfully passed, the eye is threaded 
with a stout silkworm gut suture and the needle is withdrawn, the 
suture being left in position but not tied. 

The rectal tear is now sutured from above downwards, the sutures 
being introduced by means of a full-curved needle, held in a firm 
needle-holder, at the edge of the rectal mucous membrane on one side 
of the rent. The point of the needle is brought out on the denuded 
surface at a point distant about 3 of an inch from the point of 
entrance so as to ensure the inclusion in the stitch of a sufficient 
amount of tissue. It is then carried across to enter at a corresponding 
point in the raw surface of the opposite side, and to emerge at the 
margin of the rectal mucous membrane at a point exactly opposite 
the original point of entrance. The needle being now removed, the 
suture is tied and the ends are dropped into the rectum before the 
next suture is introduced. Two, three, or four other sutures, accord- 
ing to the requirements of the case, are then introduced in the same 
manner, care being taken that the ends of each suture, as it is tied, 
are dropped into the rectum and kept back out of the way. I always 
use catgut for the rectal sutures so that it may not be necessary to 
disturb the parts for their removal. When all have been introduced 
and tied, and not before, the ends may be cut off at the anus. 

The vaginal side of the laceration is now closed by means of a 
series of interrupted sutures of silkworm gut (see figures 4 and 5), 
the ends of which are left long so that they can be loosely tied 
together and turned into the vagina, whence they can be easily with- 
drawn for removal. The time has now come to introduce the 
remaining perineal sutures. For this purpose the best material is 
stout silkworm gut. The sutures are introduced through the skin at 
the same distance from the edge as in the case of the buried suture 
already described, viz., about 1th of an inch. These sutures are made 
to pass deeply and they remain almost but not completely buried. 
They cross from one raw surface to the other at the deepest part of 
the wound, and emerge at a point on the skin of the opposite side 


exactly corresponding in position to the point of entrance. The 
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number required varies. Usually it is three or four. I generally 
pass them in order from before backwards, leaving them untied until 
all have been passed. The tying is done in reverse order, viz., the 
hindermost first. This hindermost stitch should bring together the 
ends of the torn sphincter and secure the closure of the front of the 
same. Immediately before the perineal stitches are tied the wound 
receives a final irrigation and cleansing. 

The closure of the perineal wound will have the effect of com- 
pleting the folding upon itself of the vaginal flap, and the edges of 
the flap should be united by interrupted silkworm gut sutures, 
continuing forwards as it were the row of perineal sutures but not 
passing them so deeply. 

As I have already said, most operators will have their own 
favourite method of suturing. I mention my own because it is 
simple, easy and effective, but suturing in tiers I can well understand 
may be equally so, although I have not myself tried it. 

Now is the time to introduce any superficial sutures that may be 
required in order to bring the edges of the skin neatly together. 
Sometimes no such sutures are required; sometimes three or four. 
It will be noticed that I have not myself adopted the plan of dis- 
secting out and suturing the torn muscle fibres of the sphincter ani. 
I am a little sceptical both about the feasibility of this manceuvre 
and the necessity for it; and as I have almost invariably had the 
satisfaction of restoring control over the contents of the bowel with- 
out it, I do not care to prolong the operation, as I think, unnecessarily. 
There is usually a little quadrilateral gap left just at the anterior 
border of the new perineum, where, in short, the perineum ends and 
the vaginal flap begins. This gap should be closed by a single suture. 

I am in the habit of leaving the ends of the perineal sutures long 
and tying them loosely together in a bunch. The advantages of this 
method are as follows:—(1) It adds to the patient’s comfort by 
avoiding the pricking of the skin which almost always happens when 
the ends of the sutures are cut short. (2) If any dressings are 
necessary they can be applied much more easily than when the 
sutures are cut short. (3) It greatly facilitates the removal of the 
sutures—for, when the time comes for this to be done, the sheaf is 
untied, and each suture in turn is slightly pulled upon by means of 
its long ends, so that the knot can be easily made visible and the 
suture divided. 

The less elaborate the dressing of the newly repaired perineum 
the better. T'wo little strips of lint, 3 inches long by fin. wide, 


anointed with vaseline, and laid parallel with each other on each side 
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of the wound, are all that is required. When the thighs, now flexed 
upon the abdomen, come to lie in their natural position, these two 
bits of lint will be found to have their unanointed surfaces in contact, 
the bunch of perineal sutures projecting between them. And here 
let me venture to give a hint as to the nursing of these cases. It is 
quite obvious that the less interference there is with the newly- 
united parts the better. I therefore only order vaginal douching 
when it is specially indicated. Otherwise, I prefer that my nurses 
content themselves with keeping the external parts clean by means 
of wool-sponges and warm water. 

This local cleansing and changing of dressings can be done with 
least disturbance of the patient by getting the patient to flex the legs 
on the thighs, and the thighs on the abdomen, in such a way as to 
afford a full view of the wound. If the patient cannot, by grasping 
each leg under the knee, hold the limbs sufficiently out of the way 
for the nurse’s purpose, the nurse should get an assistant to support 
the heels of the patient whilst she is being attended to. 

The catheter is usually required for the first two or three days. 
It is essential that the nurse should see and cleanse the orifice of the 
urethra before she inserts the catheter, and particularly after the 
operation of perineorrhaphy, lest by relying upon the sense of touch 
she should disturb the wound or drag upon the sutures. As soon as 
a patient is able to dispense with the catheter, she should do so. If 
she turns over on to her hands and knees, there is no more fear of 
the wound being soiled than when the urine is drawn off artificially. 

It was once the fashion to tie the patient’s knees together and to 
keep her almost motionless. All such restrictions are unnecessary 
and therefore cruel. 

All that I require from my patients is that they preserve the 
recumbent posture absolutely for at least fourteen days. I have 
sometimes tried the experiment of relaxing this rule, but have always 
regretted it. Otherwise, however, I allow my patients full liberty to 
lie in any posture they like and move about as they like. 

Two points connected with the after treatment remain to be 
considered-—the question of aperients, and the best time for taking 
out the sutures. First, as to the question of aperients. The 
practice used to be to keep the bowels unopened for a week or ten 
days. It was a barbarous practice. The torture the poor patients 
suffered when trying to expel the scybala was painful to witness, and 
the damage done to the newly-united parts by the straining far more 
than counterbalanced any benefit that accrued. Mr. Lawson Tait, 


with his usual sagacity, saw the evils of the old practice and instituted 
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a reform. But he went to the other extreme, and gave small doses 
of castor oil every day from the first. I have tried this plan re- 
peatedly, and am persuaded that it is unnecessary, often very 
irritating, and not seldom positively injurious. The object to be 
aimed at is to ensure that the first feecal evacuation shall be passed 
painlessly and without the necessity of straining. Enemata are, in 
my opinion, to be avoided, if possible, on account of the danger of 
interference with the newly-united wound on its rectal aspect. This 
might occur either from a sudden movement on the patient’s part 
whilst the nozzle was being inserted, or from over-distension of the 
lower part of the rectum with the fluid injected. I have made many 
comparative observations, and have finally adopted the routine plan 
of administering a full dose of castor oil (a fluid ounce) 60 hours 
after the operation. This is almost invariably found to result in the 
easy passage of a semi-solid motion within a few hours. If it has not 
acted in four hours, the dose should be repeated. The patient is 
instructed not to strain even if tempted to do so, which she seldom 
is. An aperient every other day, at bedtime, will usually be required 
for the next few days. 

Secondly, as to the best time for removing the sutures. This, of 
course, must to a certain extent depend upon the material employed. 
Since I adopted silkworm gut for the perineal stitches, I have found 
it best to remove the stitches on the eighth day. Some remove them 
earlier, some keep them in longer. I have tried both plans and have 
seen no reason to adopt either of them, except under special cir- 
cumstances. The vaginal stitches may often, with advantage, be left 
a few days longer. Their removal involves more disturbance of the 
parts than the removal of the perineal sutures, and it must not be 
forgotten that, however satisfactory may be the appearance of the 
newly-united wound, very little interference with the neighbouring 
parts is sufficient, at this stage of the healing process, to open it up. 

Sometimes, when the sutures have been removed, the skin edges 
are found not to have completely united along the whole length of 
the perineum, a small portion of the wound being left to heal by 
granulation. This need cause no anxiety, provided the greater part 
of the wound has healed satisfactorily. Again, the operator is 
occasionally dismayed by the news that a little fecal matter has 
escaped involuntarily. The significance of this occurrence depends 
upon whether the escape has taken place from the anus, from the 
perineal wound, or from the vagina. If from the anus, the occurrence 
is probably of no moment. If from the perineal wound, experience 


has shown that the sinus generally closes spontaneously as the healing 
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process becomes complete. But if the escape is from the vagina, and 
there is discovered on examination an aperture of communication 
between the vagina and the rectum, there is very little likelihood of 
spontaneous closure. A recto-vaginal fistula generally becomes 
established, necessitating another operation at some future time. It 
is perhaps going a little outside my subject, but I may be allowed to 
state, as the result of some experience (derived chiefly from cases 
originally operated upon not by myself but by others), that the most 
successful way of dealing with recto-vaginal fistule is, not to pare or 
split the edges and then close the opening, as in the case of vesico- 
vaginal fistule, but to divide all the tissues—I was going to say 
“south of the fistula”—and treat the case as one of complete lacera- 
tion of the perineum. ‘Treated in that way, success is almost in- 
variable, whereas, when attempts are made to close the fistula by an 
operation similar to that which has proved so successful in vesico- 
vaginal fistula, the results are apt to be most disappointing. 


It is time, however, that I closed my remarks. Before I do so, 
may I recapitulate very briefly what I conceive to be the essentials 
of a satisfactory perineorrhaphy? They are as follows :— 


1. It should restore the perineum, as near as possible, to its 
original size and shape. 


2. It should preserve the vaginal flap, and utilise it for the purpose 
of increasing the extent of raw surface, and thus facilitating the 
process of healing. 


3. It should include the separate and independent closure of the 
rectal side of the rent, and of the vaginal side of the rent, as well as 
the stitching up of the perineum proper. 


4. It should involve the least possible amount of pain and 
discomfort immediately after the operation and during the con- 
valescence. 


5. It should be simple in character, easy to execute, and easy to 
understand. The reason for each step should be obvious. 


6. It should restore to the patient efficient control over the con- 
tents of the bowel. 


I shall be interested to hear the experience of my Scottish 
brethren in regard to this operation of perineorrhaphy, and, in the 
meantime, I shall be glad if anything I have said to-day helps 
towards a greater simplification of the operation or a more definite 
recognition of what we may fairly expect it to accomplish. 
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DEscRIPTION OF DRAWINGS. 


Puate I. 


Fic. 1 shows the condition of the parts in complete perineal rupture. The 
triangular gap in the recto-vaginal septum, caused by the pulling asunder, by muscular 
action, of the sides of the rent, is well seen. A cicatricial dimple on each side marks 
the position of the ruptured ends ofthe sphincter ani muscle. 


Fic. 2 shows the transverse white line produced by making traction on each side, 
so as to draw the lower corners of the gap more widely asunder. The operation is 
commenced by plunging one blade of a pair of angular scissors deeply into the tissues 
of the septum at one end of this white line, and separating the septum into two layers 
by cutting along the line from one end to the other. 


Prate IT. 


Fic. 3 shows the septum separated into two layers. The vaginal flap is seen to 
be lifted up by means of a temporary suture, and the position of the ruptured ends 
of the sphincter ani is indicated by a large black dot on each side. 


Fic. 4 shows the rectal and vaginal sutures. The rectal sutures (B) are of catgut, 
and unite the rent in the anterior rectal wall. The uppermost is the first to be 
introduced. The needle enters the margin of the rent on the left side, traverses the 
tissues along the dotted line, emerges on the raw surface, re-enters the raw surface on 
the opposite side, and, following the dotted line, is finally brought out at a point on 
the right margin of the rent, exactly opposite to the point of original entry. It is 
important to include plenty of tissue. Each suture is tied before the next is inserted. 
The ends lie inside the rectum. When they have all been tied, the ends may be cut 
short at the anus. The drawing, in order to avoid confusion, represents the sutures 
inserted but not tied. The vagina! sutures (A) are of silkworm gut. Their ends are 
tied together in a bunch and left curled up in the vagina, whence they can be easily 
withdrawn for removal. 

Prate III. 


Fic. 5 shows the vaginal sutures (A) and rectal sutures (B) tied, and the perineal 
sutures (c) introduced. The dotted lines indicate the buried portion of the sutures. 
The uppermost perineal suture is buried in its whole course; the others bridge across 
the deeper part of the wound. The lateral borders of the vaginal flap are drawn 
together by a series of comparatively superficial sutures (Dp). These are the last to be 
tied. The sutures (c) and (pD) are of silkworm gut. 


Fic. 6 shows the perineal wound closed, and the ends of the sutures tied together. 
(a) Vaginal sutures; (B) rectal sutures; (c) perineal sutures; (D) sutures bringing 
together lateral borders of folded vaginal flap ; (gE) anterior boundary of new perineum ; 
(mM) meatus urinarius. At the angle of reflection of the vaginal flap there is usually 
left a little lozenge-shaped gap, which requires to be closed by a single superficial 
suture. 


(The figures are all from drawings by R. E. Holding.) 
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Clinical Notes of a Consecutive Series of Cases 
of Eclampsia. 


By Rosert Jarprng, M.D., F.R.S.E., Professor of Midwifery in St. 


Mungo’s College, Senior Physician to the Glasgow Maternity 
Hospital, etc. 


Dvurine the past 18 months I have treated the following 15 cases of 
eclampsia. With one exception they have all been in the Glasgow 
Maternity Hospital. All were treated by saline injections except 
Case 7. The saline solution I use is not the ordinary normal one. 
To the latter, I add one drachm of acetate of soda to the pint. I wish 
this to be distinctly understood, as the injection of normal saline 
solution is not the method of treatment which I have practised and 
advocated for years. In addition to the saline injections the patients 
were freely purged, and hot packs were used in most cases. The hot 
pack is most useful, and has a wonderfully soothing effect. I have 
seen a patient, who was tossing and tumbling about in bed, become 
quite quiet within a few minutes of the application of a pack. In 
the majority of these cases bleeding was resorted to. Formerly I 
used to bleed only in plethoric cases, but lately I have bled nearly 
every patient. The amount of blood to be withdrawn should be 
judged by the effect upon the pulse. From 12 to 20 ounces can 
usually be taken without any risk. I usually inject two pints of the 
solution directly into the vein. In one case I did not inject it 
directly into the vein, because I could not be sure that it was 
absolutely sterile. The withdrawal of the blood removes from the 
body a certain amount of the poison, and the addition of the saline 
solution of the blood remaining, dilutes the rest of the poison and 
helps to flush it out. One need have no hesitation in bleeding to a 
considerable amount, if saline is immediately injected. In three of 
the cases the bleeding was done post-partum. 

In the obstetrical treatment of the cases it will be noticed that 
immediate delivery by accouchement forcé was resorted to in the 
earlier cases in the series, and that most of the others were allowed to 
deliver themselves, or forceps was applied after the os was fully 
dilated. After a very extensive experience I have come to the con- 
clusion that delivery by accouchement forcé is not necessary, except 
in cases where, in spite of treatment, the fits continue to occur. It 
may be said that in this series of cases I have not practised what I 

















Jardine: Eclampsia 15 


preach, but these cases were treated in this way as an experiment. 
The results from accouchement forcé could not have been better, but 
the results in the other cases were equally good, and the patients were 
not subjected to the risks of forcible dilatation of the cervix. 

To sum up this method of treatment :—Bleed the patient and 
transfuse a couple of pints of the solution, purge freely, and use hot 
packs. If labour has not come on leave the uterus alone unless the 
fits continue to occur. If the os is nearly or fully dilated you may as 
well deliver at once, while the patient is under chloroform. When 
the patient is very restless chloral and bromide may be given, but a 
hot pack will often do more good. Morphia was used in one or two 
of the cases before admission, and in one afterwards, but not by my 
orders, as I have not used it for some years. 


Case 1. Mrs. L., v.-para, et. 27, within two weeks of full time; 
recovered; child lived. 


This patient was sent in by her doctor. She was within two 
weeks of full time of her 5th pregnancy. For the previous two weeks 
there had been swelling of the extremities and headache. On the 
afternoon of the day of admission she had the first fit and 
became unconscious. Before admission three other fits occurred. 
The patient was comatose, the conjunctival reflexes were absent, and 
the breathing very stertorous. There was considerable edema of the 
face and legs. The urine was drawn off, and found to contain blood 
and albumen (8 per 1,000, Esbach). There was a good deal of edema 
at the bases of the lungs, and the cardiac action was weak and 
irregular. The foetal heart was audible, but somewhat quick. The 
head presented R.O.A., and the os admitted two fingers. 


It was decided to deliver the patient at once, and give a saline 
injection at the same time. The os was dilated with Frommer’s 
dilator, and the child extracted by version. The child was alive, and 
showed considerable lividity and edema of its extremities. A large 
dose of salts was given through a stomach tube, two pints of saline 
were infused into the abdominal wall, and the patient was put into a 


hot pack. 


The patient could be roused next day. Her lung condition was 
still very bad. She was conscious, but said she could not see, but there 
was nothing to be seen wrong at the fundus of the eyes. Twelve 


days after delivery she had fully recovered, and the urine was quite 
free from albumen. 











16 Journal of Obstetrics and Gynecology 


Cask 11. Mrs. G., vi.-para, et. 26, within six weeks of full time; 
recovered ; child born alive, but died. 

This patient was admitted from the outdoor department of the 
hospital on account of having fits. She stated that in her previous 
pregnancy she had had two fits about the 8th month, and had given 
birth to still-born twins. During the last six months she had been 
troubled with headache, and for the last fortnight this headache had 
been very severe and her eyesight had been affected. She thought 
her urine had been scanty. The limbs had not been swollen. Three 
weeks previously she had had a convulsion, and another two weeks 
previously. Since then the headache had been very severe. Two days 
before admission she had had another convulsion, and her friends 
stated that she had passed from one fit to another for about three- 
quarters of an hour. She had not slept well during the night, and 
next morning she had had a similar attack, but not so severe. The 
nurses were sent for, and they found her just recovered from a fit, 
and brought her to the hospital. 

On admission the patient was quite conscious. There was no 
oedema, and her skin was dry and harsh. The child was alive. The 
os admitted a finger, and the cervix was about an inch long. The 
head presented, immediate delivery was decided on, and dilatation 
was effected by Frommer’s dilator. The child was extracted by 
version; it was alive, but died in the evening. A saline purge was 
administered and two pints of saline infused. There was no albumen 
in the urine at the time of admission nor any time during the stay 
in hospital. The patient made an uninterrupted recovery. 

I do not think this was a case of true eclampsia. I wrote to the 
doctor who was said to have attended her at the previous confinement, 
and he had no recollection of the case, and no records of it in his 
visiting lists. He would hardly have forgotten having treated a 
case of eclampsia with twins in the previous year. 

In this case delivery was a mistake. 


CasE 11. Mrs. W., iii.-para, et. 26, 8 months advanced; re- 
covered ; child alive. 

This patient’s legs and face had been swelling gradually for a 
fortnight, and during this time she had suffered from severe head- 
ache. The morning before admission she had had the first fit, and 
had remained unconscious since. The friends stated that she had 
had several fits. 

On admission the patient was unconscious. There was consider- 


able edema of the face and legs. The os admitted two fingers, and 
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the head presented L.O.A. The child was alive. The urine was 
loaded with albumen (6 per 1,000, Esbach). 

A large dose of salts was given, and a saline infusion of two pints. 
Delivery was effected by dilatation with Frommer’s dilator, and the 
living child was extracted by version. The patient was placed in a 
hot pack after delivery. 

She regained consciousness next day, and the recovery was 
uninterrupted. On dismissal the urine was quite free from albumen. 


Case tv. Mrs. R., vii.-para, et. 29, 8th month; recovered; 
children born alive, but died in a few hours. 

This patient was sent in by the nurses of a dispensary which does 
midwiftry work, but transfers its bad cases to us. There had been 
several fits, but the patient was not comatose. The abdomen was 
irregular in outline and considerably distended. Labour was going 
on. The urine contained some blood, and a large amount of 
albumen. The patient was given a largé dose of salts, but she 
objected to further treatment, and in a short time twins were born. 
They were alive (males), but died in a few hours. As the case was a 
very mild one of eclampsia, no further treatment was adopted. She 
made an uninterrupted recovery. 


CasE v. M.C., i.-para, et. 22, full time; recovered; child born 
dead. 

This patient was admitted with the history of three convulsions. 
She was conscious, very irritable, and complained of violent head- 
ache. She pulled the bedclothes up over her face to shield her eyes 
from the light. There was some cedema of the face, but none of the 
lower limbs. The urine contained a large quantity of albumen 
(4 per 1,000, Esbach). The labour was going on, and the os was about 
the size of a crown piece. After admission she had three fits. A 
dose of salts and a saline infusion were given, and shortly afterwards 
a dead child was born. ‘There were no further convulsions and 
during the following day she was extremely irritable and avoided 
the light. She made a good recovery, and by the 5th day the 
albumen had entirely disappeared from the urine. 


Cast vi. Mrs. C., ii.-para, et. 22, 8th month; recovered; child 
dead. 

This patient was admitted suffering from fits. There had been 
swelling of the legs and eyelids for three months, and severe head- 
ache, with sickness and vomiting at times. The day before admission 


the patient had become drowsy and depressed, and had complained 
» 


~ 
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of dimness of vision. At 7 a.m. on the day of admission the first fit 
had come oa, and before 1 p.m., when she was admitted, she had had 
four very severe fits. On admission the patient was found to be very 
cedematous in all parts of the body. She was unconscious, and 
breathing very stertorously. The pulse was 140 per minute, and 
with fair tension. The uterine tumour reached to three fingers’ 
breadth above the umbilicus, and was contracting actively. The 
child presented by the vertex, L.O.A. No fetal heart sounds could 
be heard. The os admitted one finger. The urine was heavily 
loaded with albumen (above the U-mark, Esbach). Some red-blood 
corpuscles, and many fatty and granular casts were present. 


The treatment adopted was venesection (7 0z.), and intra-venous 
saline transfusion of 2 pints; hot packs, and a large dose of salts. The 
labour was allowed to go on, and it ended in the birth of a dead female 
child (53 lbs.). The patient had two severe fits between the time of 
admission and delivery, and two afterwards. She was very restless, 
and was given } gr. of morphia hypodermically. The restlessness 
continued for several days. Three days after admission the albumen 
showed 8 per 1,000, Esbach, but after that it rapidly lessened. The 
patient was dismissed well in 19 days, but there was still some albumen 
in the urine (1 per 1,000, Esbach), and granular and hyaline casts. 


Cast vu. Mrs. T., i.-para, et. 20 years, full time; recovered; 
child dead. 

This patient was admitted with general edema, disturbance of 
vision, epigastric pain, twitching of the muscles, and extreme head- 
ache. She had a stupid expression, and a foul tongue and breath. 
The urine was very scanty, and was heavily loaded with albumen 
(2 in. above the U-mark, Esbach). There were no blood corpuscles 
present, but numerous granular tube casts. The child presented 
Ist vertex position, and the os was the size of a sixpence. 

A large dose of salts was given, hot packs were applied, and 
3 drachms of syrup of chloral were given by the rectum. About 
12 hours after admission the patient had the first fit, and 4} hours 
later a very severe one. Two pints of saline solution were then 
infused, and a hot pack applied. Two other fits followed shortly. The 
cervix was then dilated with Frommer’s dilator, and the child extracted 
by version. Two pints of saline were again infused. Within 
12 hours after delivery the patient had two other fits. She was 
bled and one pint of saline was transfused directly into the vein. 
The patient lay in a deep coma for 60 hours, and for three days after 
this she had delusions. She thought that her mother was dead and in 
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a grave beside her. When the delusions ceased she became very 
irritable. The albumen gradually disappeared from the urine. The 
convalescence was retarded by sapremic absorption from the 
perineum, which had been bruised and slightly torn. There was also 
some sloughing of the skin over the right breast, where one of the 
infusions had been given. This was not due to the saline, but to the 
use of ethyl chloride to lessen the pain of the insertion of the trocar 
The whole area of skin which had been frozen sloughed away. This 
is the only time I have had a slough form after an infusion, and it is 
the only time in which ethyl chloride has been used. I have fre- 
quently pointed out how low the vitality of the tissues is in eclampsia, 
and am constantly warning the nurses not to allow a hot water-bottle 
to touch the skin, as the patients are so easily burned. It was a 
mistaken kindness on the part of the resident to use the chloride. 


Case vit. Mrs. A., i.-para, et. 21, full time; recovered; child 
alive. 

This patient was admitted on October 3rd complaining of swelling 
of the vulva, legs, hands, etc., severe headache, and specks dancing 
before her eyes; all were of a fortnight’s duration. She com- 
plained of pain in the genitals, and lay with her thighs wide apart. 
There was very great wdema of the vulva. The abdomen was also 
very oedematous, and when she lay on one side the edema of that side 
of the abdomen was tremendously increased. It was impossible to 
palpate the child properly, but the head seemed to have entered the 
brim. The fetal heart was audible. No vaginal examination was 
made. The vrine was scanty, highly coloured, specific gravity 1024; 
albumen, 103, Esbach; urea, 7 grains to the ounce; no blood; no 
sugar. The doctor who had sent the patient in had telephoned that 
he was sending in a case which would require Cesarean section. He 
had told the friends of the patient that this operation would be 
necessary, and when the husband called to ask about his wife he was 
much annoyed to hear that the operation had not been per- 
formed. Cesarean section for edema of the vulva was, in my humble 
opinion, rather a heroic method of treatment, and I therefore 
declined to entertain it. 

The patient was put into a hot pack, given saline purges, diuretics, 
and milk. Next morning she was again given a pack, and in the 
afternoon the labia were punctured, and 8 ounces of fluid drawn from 
them. For the next three days she improved. The albumen steadily 
diminished, 4}, 13, 3, Esbach, on successive days. On October 6th 
labour came on, and ended naturally. The child was alive, and 
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weighed 8} lbs. Six hours after delivery the patient had a typical 
eclamptic seizure. Twelve ounces of blood were drawn from the arm, 
and 2 pints of the ordinary saline solution transfused, and a hot pack 
applied. She had no more fits, but several marked shivering attacks. 
She was kept under the influence of chloral for twenty-four hours. 
Eight days after delivery her temperature was 99°8°F., and she com- 
plained of headache. The lochia were found to be fetid, so the 
uterus was well douched out, and a large septic clot removed with the 
aid of the fingers. As the clot was at the fundus, a flushing curette 
was introduced to remove the remains of it. On the second day after 
this her temperature shot up suddenly, and she complained of pain 
at the left side of the uterus. She lay with her left leg flexed. Next 
day a cellulitic deposit was found in the left broad ligament. It 
was not very extensive. Stupes, morphia, and hot vaginal douches 
were used. 

Three or four days later she complained of shooting pains in the 
left leg, and a phlegmasia alba dolens developed. The phlegmasia 
was treated by the application of belladonna and glycerine, and the 
leg was rolled in wool and supported on a pillow. The pain subsided, 
and everything seemed to be going well, when, in the second week of 
the phlegmasia (October 30th), she was seized with terrible dyspnea. 
She became blue about the mouth and intensely cold, but the air 
hunger was the most marked feature. This lasted for some hours, 
when she rallied a little. She complained of great pain in the chest 
with the onset of the attack. The hurried breathing continued. She 
had several other attacks, but none so severe as the first. During 
one of these she complained of pain in the shoulder and liver. 

A couple of days after the first attack her temperature shot up to 
105°F., and then tubular breathing and crepitations could be made 
out over an area of about 2 square inches in the left lung. We dared 
not risk moving her to examine the back of the lung. The lung 
gradually cleared up. By this time (November 4th) the right leg was 
swollen, but not to the same extent as the left one. The labia again 
became swollen, and had to be punctured. When the swelling began 
to subside she complained that the legs became extremely itchy, and 
were continually jerking. 

The patient was kept absolutely at rest, and the utmost precautions 
were taken to prevent dislodgment of the clot, but, in spite of this, 
clots must have been detached more than once. 

During the severe attack of dyspnea as much stimulant was 
administered as the patient could be got to take. 


The albumen had disappeared from her urine before the attack of 
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cellulitis, but as soon as the temperature rose it again appeared to 
a considerable amount. By November 29th the urine was again free 
from it. The patient’s recovery was slow, but at one time the out- 
look seemed hopeless. 


Case 1x. Mrs. G., i.-para, full time; recovered; child alive. 

This patient was seen by me in consultation with Dr. Gracie. She 
had enjoyed good health throughout the pregnancy. The urine had 
been examined less than a fortnight previously, and had been found 
free from albumen. In the evening the patient had apparently 
been quite well, and had taken some cherries. A_ short 
time afterwards she was sick, and took a dose of castor- 
oil. In a few hours she was seized with a violent convulsion 
while she was in the bathroom. She fell and struck her right 
shoulder on the bath. She had several fits in quick succession, and 
when I saw her she was unconscious, very restless, and crying out 
loudly. Her legs were cedematous, and her urine heavily loaded with 
albumen. The os was beginning to dilate. I gave her a saline 
infusion of 2 pints, and as the fits were recurring, I dilated with 
Bossi’s dilator and delivered with forceps. The child was alive, and 
did well, although it afterwards showed great edema, especially of 
the head and face. There was a considerable amount of post-partum 
hemorrhage. When the patient came out of the chloroform she was 
fairly conscious, and was able to swallow a dose of salts and some 
chloral. After delivery we were told about the fall against the bath, 
and on examining the right shoulder, we found there was a sub- 
glenoid dislocation. This was reduced. When we left the patient 
everything seemed favourable for a good recovery, but about 12 hours 
later I was called back to her, to find her comatose and having fits. 
As her pulse was full I bled her to the extent of nearly a pint and 
gave her another saline infusion of two pints. She was then put 
into a hot pack. The shoulder had again been put out, so we reduced 
the dislocation, and bound it very firmly to the side. There were six 
more fits, and although she remained more or less unconscious for 
nearly three days, she made a good recovery. 

I found out that the woman who was present at the delivery was 
not a trained nurse, and after we had left she had carefully related 
to the patient all that had happened. The convulsions recurred 
shortly afterwards. 


Case x. Mrs. C., iv.-para, et. 35, 8th month; recovered; child 
born alive, but only lived a fortnight. 
This patient was admitted after she had had six fits, the last one 
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in the ambulance waggon. She was unconscious, breathing 
stertorously, and her face was highly coloured. Her eyes were open, 
and there was conjugate deviation towards the left. The conjunctival 
reflexes were sluggish. (dema was present, but not very great. 
The urine was heavily loaded with albumen. 

Sixteen ounces of blood were withdrawn from the right median 
basilic vein, and two pints of saline were transfused directly into the 
vein. . A large dose of salts was given through a nasal tube, and a 
hot pack was applied. The os was beginning to dilate, but no attempt 
was made to deliver. Five slight fits occurred within 10 hours after 
admission. 

The child was born naturally about 24 hours after admission. It 
was alive, and lived a fortnight. The patient remained unconscious 
for 48 hours. She could remember nothing which had occurred for 
36 hours previous to her first fit. When she was discharged on 
the 17th day there was still some albumen in the urine (3 per 1,000, 
Esbach). 

Case x1. Mrs. B., i.-para, et. 20, full time; recovered; child 
alive. 

This patient had had three fits prior to admission. She was partly 
conscious, and could be roused to answer questions. She remembered 
nothing of what had happened during the previous 24 hours. Her 
legs were slightly swollen. The urine was loaded with albumen. 
Sixteen ounces of blood were withdrawn from the right arm and 
2 pints of saline were injected directly into the vein. A large dose of 
salts was given through a nasal tube, and she was put into a hot pack. 
Two fits occurred, one 20 minutes after chloroform recovery, and the 
other half-an-hour later. The head was now in the cavity of the 
pelvis, and delivery was easily effected with forceps. The child was 
alive. About 7 hours after delivery she had two slight fits. A hot 
pack was again applied, and the restlessness at once subsided. After 
that the recovery was uneventful. When she was dismissed on the 
17th day, albumen was still present in the urine (} per 1,000, Esbach). 

This case and the previous one were both admitted on the same 
day. 

Case xu. Mrs. R., vi.-para, et. 30, 7th month; recovered; 
child dead, macerated. 

This patient was conscious when admitted, and able to give her 
name and address, but knew nothing about having had fits. Her 
friends stated that she had had two fits, which had lasted about 
5 minutes each. She had been seen by a doctor, who had given her 


an injection of } gr. morphia and sent her into the hospital. There 
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was very little edema, but the urine was heavily loaded with albumen. 
The os was about the size of a half-crown, and the vertex presented. 

Ten ounces of blood were withdrawn from the arm, and one and a 
half pints of saline were transfused directly into the vein. A large 
dose of salts was given through a nasal tube. An hour and a half 
later the patient had another fit. She was then put into a hot pack. 
About six hours after admission a macerated foetus was expelled 
without the patient indicating that labour was going on. 

Next day she was quite conscious. She had no remembrance of 
any of the fits. The urine showed albumen (12 per 1,000, Esbach). 

When dismissed there was still some albumen present (} per 1,000, 
Esbach). 

Case xu. Mrs. O’B., i-para, et. 24, full time; recovered; 
child alive. 

This patient was admitted after she had had three fits. Morphia 
ler. had been given by a doctor outside. She was conscious, but 
could not give any account of herself. There was practically no 
edema, and the urine did not contain much albumen. 

Twelve ounces of blood were withdrawn from the arm, and 
2 pints of saline transfused directly into the vein. <A large dose of 
salts was given and a hot pack applied. About three hours after 
admission a live child was delivered with forceps. The recovery was 
uneventful, and the patient was dismissed quite well on the 14th day. 

Cask xiv. Mrs. G., i-para, et. 24; recovered; child dead, 
macerated. 

This patient was sent in by a doctor with the history that she had 
had 16 fits between 10 a.m. and 12 pm. There was not very much 
edema, but the urine had a quantity of albumen. 

Eighteen ounces of blood were at once withdrawn from the right 
arm and 2 pints of saline were transtused directly into the vein. 
When the resident was stitching the skin wound he unfortunately 
pricked the brachial artery and had to ligature it. The patient was 
given a large dose of salts, and put into a hot pack. There were no 
more fits, and next day a macerated foetus which weighed six pounds 
was expelled. The right arm was kept warmly enveloped in gamgee 
tissue, and in about a week faint pulsation could be detected in the 
radial at the wrist. The recovery was uninterrupted. 

Casr xv. IL.N., i-para, wt. 28, 7th month; recovered; child 
dead. 


This patient was admitted with the history of having had four fits. 


She was not in labour. ‘The urine contained a large quantity ot 
albumen. 








24 Journal of Obstetrics and Gynecology 


She was bled and transfused, given a dose of salts, and put into a 
hot pack. She had three fits after admission. On the 2nd day after 
admission she began to vomit large quantities of coffee ground 
material of an acid character. It came up without retching, and 
welled from the mouth. She was quite conscious. There was con- 
siderable edema of the legs and abdominal wall, and to a less extent 
of the face, which was pallid. The stomach was washed out first 
with sterile water, and later with a warm bicarbonate of soda solution. 
There was no further vomiting of coffee ground material. Five days 
after admission the albumen showed 5 per 1,000, Esbach, and there 
were fatty and hyaline casts to be seen. 

Eight days after admission a small premature child was born dead 
by natural efforts. 

The albumen did not disappear from the urine, and it was still 
present in a fair quantity when she was dismissed two months later. 
A month after delivery she developed a right-sided pleurisy, which 
cleared up after a few days. During this attack there was a marked 
increase in the amount of albumen. 

This patient undoubtedly was suffering from chronic Bright’s 
disease. She was under my care only during the treatment of the 
eclampsia. 


There are a number of very interesting points in connection with 
these cases, but I shall only briefly refer to one or two of them. In 
Case 2 there was no albumen in the urine, but I think that case may 
be dismissed with the brief statement that it was not a case of true 
eclampsia. I have never yet seen a case of eclampsia without 
albumen in the urine. In the two cases in which the fetuses were 
macerated there was abundance of albumen in the urine. I have 
now seen at least a dozen such cases, and in everyone there was a 
large amount of albumen present. In one the urine became solid on 
boiling. Case 8 was an extremely interesting one from the number 
of complications which arose. The patient was a very weakly woman, 
but she seemed to have a store of vitality somewhere which stood her 
in good stead in the hour of need. I thought the embolism would 
have killed her, but she pulled through. The sloughing of the super- 
ficial tissues of the breast in Case 7 is deserving of notice, and 
should be taken as a warning against the use of ethyl chloride in such 
cases. 

This method of treatment has given me such good results, that I 
have no hesitation in strongly recommending it. 
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A Series of Cases of Axial Rotation in its Relation 
to the Pelvic-Generative Organs. 








By W. J. N. Havcrrars, M.D., F.R.C.P. (Edin.), Assistant 
Gynecologist, Edinburgh Royal Infirmary; Examiner in Mid- 
wifery and Diseases of Women, University of Edinburgh. 












As is well known, the abdominal pelvic organs, from their movable 
character, are liable to rotation of their attachments, and it is indeed 
surprising that more examples of this complication are not met with. 
In my experience of pelvi-abdominal surgery, I have met with 
sixteen instances. In 14 of these cases the ovary was implicated, 
and two were associated with uterine growths. They may be tabulated 
as follows :— 















Simple Ovarian tumours . 
Ovarian cyst with pregnancy ... 

Normal Ovary sc esa 

E. Subserous pedunculated fibromyoma “i 
Rotation of entire uterus with interstitial filieeid. 


[tas et et me 


16 


a Twists of the pedicle may, for clinical purposes, be considered 
under the following headings :— 





(1) Acute permanent. 
(2) Acute temporary. 
(3) Chronic permanent. 















Rotation of the pedicle must, in the main, interfere with the 
normal circulation of the affected organ, particularly by impeding 
the blood return, and thus give rise to all the conditions associated 
. with venous congestion. This must vary in its intensity in individual 
cases, with the degree of involvement of the blood-vessels. It is thus 
possible, with a very slight twist to have acute strangulation, while 
multiple twists may in some cases only produce slight symptoms. 
Thus, in a thick, fleshy pedicle, acute symptoms are much more 
liable to arise than in a long, narrow one, where the blood-vessels 
more readily accommodate themselves to the altered conditions. This 
is well exemplified in the case of axial uterine rotation, subsequently 


* Read at a meeting of the Obstetrical Society of Edinburgh. 
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to be described, where a two-thirds turn was associated with symptoms 
of intense strangulation; while in a case of solid ovarian tumour, with 
a narrow pedicle, which was twisted four times, acute symptoms were 
conspicuous by their absence. 

The symptoms usually associated with rotation sufficient to give 
rise to acute strangulation, are characteristic. They consist of intense 
pain in the abdomen, shock, fever, and running pulse; in fact all the 
symptoms of strangulation of bowel, with the exception of 
stercoraceous vomiting. On the other hand, chronic forms of twists 
may be associated with none of the above mentioned symptoms, and 
it is only on opening the abdomen that evidence of the condition 
is found. Pain, though frequently met with, may be entirely 
absent, though strong adhesions of the tumour to the surrounding 
structures are found, doubtless induced by the slight congestion and 
irritation which resulted from the twist. I have, on three occasions, 
met with this condition, where no history of pain could be elicited. 


CaASEs. 


1. Miss M., aged 50, had been cognisant of a large abdominal tumour 
for 16 years, but it gave rise to no symptoms of discomfort. On the 
morning of March 9th, 1905, she was suddenly seized with acute pain 
in the abdomen, and became very ill. As the symptoms had not 
abated by the afternoon, I was asked by Dr. Sloan, her medical 
attendant, to see her. I at once came to the conclusion, from the 
pain and tenderness of the abdomen, elevated temperature (101°5° F.), 
and extremely rapid small pulse, with the presence of the abdominal 
swelling, that some acute complication had taken place in the growth, 
and suggested immediate laparotomy. 

On opening the abdomen a large quantity of blood-stained ascitic 
fluid was evacuated, and a large, purple, hard, fibromyomatous tumour 
was found. This, on being pulled out of the abdominal cavity, was 
found to be closely attached to the uterus, which was twisted two- 
thirds of a turn from left to right. Supra-vaginal hysterectomy was 
performed in the usual manner, and the patient made an uneventful 
recovery (see Plate 1). 

The specimen shows the upper two-thirds of the uterus, with its 
appendages, and the tumour, to be in a state of complete strangula- 
tion, and of a dark, purple colour. The tumour was situated in the 
anterior wall of the uterus, and on section was hard and calcareous. 


2. Mrs. H., aged 47, complained ofa rapid distension of her abdomen, 
without any particular symptoms of discomfort. On palpation the 
abdomen was found to be filled with a large quantity of free fluid, 





-Cervix cut across, 
Round Ligament. 
Fallopian Tube. 

Right Ovary. 
Left Ovary. 
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and an exploratory operation was decided ou. On opening the 
abdomen, 20 pints of blood-stained ascitic fluid were evacuated, and 
a small fibrous ovarian tumour was found, the pedicle being long 
and narrow, and twisted on itself four times. The tumour was 
removed in the ordinary way with an absolutely satisfactory result. 


Beyond some fulness of the peripheral vessels no great evidence 
of interference with the circulation through the organ could be noted, 
although the interior was broken down and formed a degeneration 
cyst. 

3. Miss P. was sent to me by Dr. McGregor (Jedburgh). She 
complained of constant uterine hemorrhage, which had been con- 
tinuous for 18 months. She was extremely anemic (hemoglobin 
33 per cent., red corpuscles 1,800,000). She had never suffered from 
the least pain. On examination a swelling was found in the 
hypogastrium, about the size of a small cocoanut. The sound passed 
behind the tumour into the uterus 2} inches. On opening the 
abdomen an elastic bluish-white swelling was seen densely adherent 
to bladder, sigmoid, and surrounding structures. It was first taken 
for an ordinary ovarian cyst, and an attempt to evacuate its contents 
by puncture was made without effect. The growth was then freed from 
its adhesions, when it was found that its attachment to the uterus 
was twisted 23 times, the tube being remarkably engorged and purple, 
though not much increased in size. On incising the tumour, after 
removal, it presented a homogeneous glistening appearance, closely 
resembling the spleen, which it also simulated in size and shape. 
The right ovary, though somewhat enlarged, appeared normal. On 
microscopic examination the appearances presented were those of 
chronic infarction, as the entire substance was composed of vascu- 
larised fibrin, surrounded by a capsule of ovarian tissue. Since 
removal the uterine hemorrhage has entirely ceased. 


4. Mrs. C., sent to me by Dr. Mackness, of Broughty Ferry, had 
known of a small pelvic swelling, which had given rise to discomfort 
for four years. She suddenly ceased menstruating four months 
previously, and had for three or four weeks complained of very con- 
siderable pain in the lower abdomen. This abruptly became exceed- 
ingly acute, and demanded immediate interference. On opening the 
abdomen the uterus was found enlarged, soft and purple in colour, 
and attached to its left side was a large brown mass. On its surface 
was an enormously hypertrophied tube, which at its distal extremity 
measured over 2} inches in diameter. This was with difficulty freed 
from its surrounding adhesions, and the mass removed. It proved to 
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be an ovarian dermoid, and the tube was found twisted little more 
than two-thirds of a turn. On the following day the patient aborted, 
but otherwise made an uninterrupted recovery. 































On considering the above cases the marked varieties in the clinical 
history become apparent. Case 1 is a striking instance of acute 
strangulation, and is of particular interest as being an example of 
that extremely rare condition—axial uterine rotation. So far as I 
can make out no similar case has been described before this Society. 
Indeed, the literature shows the condition to be one of extreme 
rarity. A similar case has been described by Homans,! found at the 
autopsy 39 days after the onset of symptoms. Bland-Sutton? describes 
a case of chronic axial uterine rotation and incarceration of a uterine 
myoma, due to the direction of the tumour growth, while other 
examples are quoted—Pick,? Schwartz,4 Skutsch,> L’Imbert,® and 
Griggs.’ Though extremely rare, this complication must be con- 
sidered as another distinct menace to life arising from a uterine 
fibromyoma. 





It is difficult to conceive how axial rotation of the uterus can be 
possible, when its extensive attachment, by means of the round and 
broad ligaments, are considered. Still more difficult is it to explain 
how a two-thirds turn of the organ should give rise to such acute 
strangulation, for, even if it be admitted that the blood return 
through the uterine veins is absolutely cut off, there are still the 
ovarian veins to reckon with, which might be supposed to permit of 
a ready venous exit. 

Twists of the pedicle of subperitoneal fibro-myomata are more 
common. An example of this I previously showed to the Society, 
where, from the chronic torsion, no acute symptoms were present, 
but marked edematous degeneration of the tumour resulted. 

One cannot but think that slight temporary twists may account 
for the occurrence of the severe paroxysmal pain met with in patients, 
the victims of uterine fibromyomata; and they may also, in some 
instances, be the cause of degenerative changes of the nature of 
infarction and edema. 

The appearances presented by Case 3 lead me to believe that one 
had to deal with a chronic rotation of the pedicle of a comparatively 
normal ovary, in which, from the partial blocking of the venous 
return, a slow process of infarction had occurred, giving rise to 
great increase in the size of the organ. I have been unable to find 
an account of a similar condition described elsewhere. 
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Case 4 would appear to be a similar chronic rotation of the pedicle 
of a small dermoid ovarian cyst, which had suddenly become accentu- 
ated and acute by the coincidence of pregnancy. The chronic con- 
gestion from a partial blockage of the circulation, probably 
accounted for the enormous hypertrophy of the Fallopian tube, which 
gave the mass the appearance of a nautilus shell as regards shape. 


Anyone having a large experience in ovariotomy must be con- 
versant with the conditions met with due to chronic twists of the 
ovarian pedicle, which from its comparatively slight interference 
with the circulation in the growth, appears to give rise to only minor 
organic change, but sets up sufficient irritation to cause adhesion to 
the surrounding structures. Though not necessarily associated with 
any special clinical symptoms, the history of localised pain may be 
usually elicited. I have met with eight examples of this chronic 
twist complication out of a total of 270 ovariotomies. 


Differential Diagnosis. 

As has been already stated the symptoms of acute strangulation 
are well-marked. They may be, however, closely simulated by a 
large intra-cystic hemorrhage, which may or may not be the result 
of interference with the circulation. Intra-cystic hemorrhage is not, 
as a rule, associated with fever, indeed, rather tends towards collapse, 
and may thus, as a rule, be differentiated. Frequently, however, 
intra-cystic hemorrhage is a direct result of torsion of the pedicle. 

Acute twisting of the pedicle may also be simulated by threatened 
tubal abortion, which gives rise to marked abdominal pain and 
tenderness associated with fever. The physical signs, in this instance, 
may be so similar that the differential diagnosis is extremely difficult, 
as a small ovarian tumour may easily be mistaken for a tubal gesta- 
tion sac. The history in the majority of cases will help towards a 
correct diagnosis, but this cannot be depended upon. Amenorrhea 
is by no means a constant sign of a tubal pregnancy. 


The following case in this connection is interesting :— 


Mrs. B., age 37, multipara, last child five years old, menstruation 
regular, was suddenly seized with violent pain in the abdomen, sick- 
ness and marked shock. Temperature subnormal, pulse rapid and 
small, and considerable pallor. To the right of the uterus, which was 
slightly enlarged, a small, well defined swelling was found by 
bimanual examination. Ruptured extra-uterine pregnancy was 
diagnosed, and immediate laparotomy performed. The peritoneal 
cavity was found filled with blood, and a small, twisted, ovarian 
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tumour, was recognised, with a ruptured vein in the pampinform 
plexus. 

Many theories have been advanced as regards the causation of 
twists of the pedicle. These I feel incompetent to discuss. There 
can be little doubt, however, they are particularly liable to occur 
when the growths are associated with pregnancy and labour, which 
is natural to expect from the ever-changing relation of parts due to 
rapid increased growth of the uterine tumour. Be the causes what 
they may, twisting of the pedicle, particularly in ovarian tumour, 
must be considered as a threatening and grave complication, and 
if other reasons for their removal were wanting, in themselves, they 
must form an efficient reason for ovariotomy. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


Histology of the Placenta, Normally inserted and Prematurely 
Separated. 


Brancarvi (Gurpo). Annali di Ostet. e Ginecol., May, 1905. 


Tue author describes in detail the histological changes found in a 
series of placente. In the first seven there was no apparent cause 
of the premature separation; in the succeeding three the patients 
suffered from albuminuria. 

Biancardi’s conclusions are that: —1. In some cases of premature 
separation, where no exciting cause can be found, the structure of 
the placenta may explain the accident. 2. The structural changes 
are the result of degenerations in the decidua, associated with in- 
flammatory processes, and secondarily with hemorrhagic extravasa- 
tions, and alterations in the villi, not excluding the possibility of the 
fetal elements taking part in the process. The cause of these changes 
is probably to be found in a pre-existing or intercurrent endometritis. 
3. The lesions observed are not specific. 4. The site, the nature and 
the extension of the lesions may in some cases explain the symptoms 


observed clinically. 
E. H. L. Ovrpuant. 


Gangrene after Eclampsia. 


Gutsrop. Monats. fiir Geburts. und Gyndkol. Bd. xxi., Ht. 6. 


TuE patient, the subject of this communication, was a primipara of 
22, who had one fit before and 15 after delivery, with complete coma 
for a day following delivery. She was treated with chloral, morphia, 
blood-letting, and hot packs. The next day it was noted that wherever 
skin had been in contact with skin, the parts had become gangrenous. 
This affected the whole left hand and the sacral skin, which had been 
in contact, the inner sides of each knee joint, the left heel, and the 
dorsum of the right foot. After 46 days’ treatment, all had healed 
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except the right foot, in which the tendons were quite exposed. 
Eventually the foot had to be amputated, owing to abscess formation 
and implication of tarsal joints. 

Since describing this case, which the author believed to be the 
only one of its kind reported, he has seen a second case somewhat 
resembling it. In this case the patient was a widow in her fourth 
confinement, who was discovered in an unconscious condition. Fits 
came on afterwards, and a child was born without assistance. During 
the following day more fits occurred. During the period of un- 
consciousness, which lasted all night, there was an enormous amount 
of mucus secreted from the bronchial mucous membrane, which had 
to be constantly mopped out. Five days later, a patch of gangrene 
was found on the right great toe, with much redness of the foot and 
leg. In addition corneal ulcers developed, and it was not until four 
months later that the patient completely recovered. 

In both these cases the albumen in the urine was small in amount, 
and the author believes that when this is the case, the eclamptic 
seizure is a very serious one. The possibility is that the poison then 
is not got rid of by the kidneys so much as by the skin. The theory 
suggests itself that this poison being excreted by the skin sets up a 
process which ends in necrosis of the cutaneous tissue, just as in 
many cases of eclampsia, necrosis of the kidney or liver substance is 
sometimes found. At the same time it cannot be excluded that some 
small injury may have occurred in the second case to account for the 
gangrene, and possibly the hot pack in the first might have had some 
part in the causation of the condition. 


Tuos. G. STEVENS. 


Labour obstructed by a Cervico-Vaginal Fistula. 
CovvetarreE. Annales de Gynécol. et d’Obstét., April, 1905. 


THE author reports a curious case of this kind to which he was called 
at the Clinique Baudelocque. When aged 26, the patient had an 
abortion at the 35rd month, which she confessed she had brought on 
herself by introducing into the cervix a long bone cannula with the 
object of giving an intra-uterine injection. She suffered no pain, 
and next day the ovum was expelled. No ill effects followed. 

She became pregnant a second time at 31, and came to the 
Hospital in labour at about 8} months. The waters had broken, and 
painful uterine contractions began about 12 hours afterwards. The 
child was alive and presented by the vertex. On examination, as 
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little or no progress was made, it was found that the cervix was 
curiously displaced, and only the size of a 50-centime piece. On the 
posterior lip and to the left of the middle line a fissure was found 
with very thin edges, surrounding an opening the size of a lentil. 
The foetal head was being forced down through this and not through 
the cervix uteri. As labour continued the opening in the posterior 
lip became more and more dilated, till it became the size of a 5-franc 
piece, while the real cervical orifice was pushed over to the right and 
upwards. As the fistulous orifice showed signs of rupturing further, 
and the child began to be born by this route and not by the cervix at 
all, the bridge of tissue between the real cervix and the border of the 
fistula was divided with scissors. There was little bleeding, and a 
living child was soon expelled. On examination after delivery the 
tear in the cervix extended up to the vaginal cul-de-sac, but no 
further. 

Couvelaire thinks that in all probability the rupture or fistula on 
the posterior lip of the cervix had been caused by the bone cannula 
used by the patient to procure abortion 5 years previously, though it 
is quite possible similar attempts might have been made in the course 
of the subsequent pregnancy with the results reported above. 

C. Hunert Roperts. 


Triple Birth in a Case of Uterus Bicornis Unicollis. 


Frank. Jliinch. med. Wehnschr., 1905. No. 8, p. 360. 


Tue author describes a case of triplets in a double uterus. The details 
of the confinement are related. The patient was a healthy woman, 
wet. 39. Of six previous pregnancies two went to full term, one was a 
premature delivery of twins at the seventh month, while the rest 
were either abortions or miscarriages. Further interest attaches to 
the case on account of the uterus being double. The diagnosis was 
hydramnios, multiple pregnancy, or both. In favour of multiple 


pregnancy were the following :—1. Multiple pregnancy was “in the 
family.” The father’s mother and grandmother had once had twins 
and triplets respectively. 2. There had been a case of twins in a 
former pregnancy. 3. The size of the abdomen did not correspond 
to the term of the pregnancy (last period early in December, 1903; 
delivery July 3rd, 1904). The girth of the abdomen was 128 ems. 
No very sudden increase in the size of the abdomen had been noted, 
as sometimes occurs in hydramnios. 4. There was no very evident 


fluctuation as would likely have been present in hydramnios. 5. The 
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fundus of the uterus was two fingers’ breadth above the costal margin. 
6. On account of the tension of the uterine wall only one fetal pole 
could be made out. It was the head which ballotted freely in the 
fundus. 7. The fetal heart sounds (140 per minute) were to be made 
out very distinctly in the umbilical region. 

The right horn of the uterus contained the twins, which had a 
common placental circulation; the left horn contained the third 
child. All were of the male sex. The first child died in half an 
hour, the second on the tenth day, and the third (from the left horn) 
was stillborn. The mother made an uneventful recovery. 

AxEex. MacLennan. 


Pasteurisation of Milk. 
Perret. L’Obstétrique, May, 1905. 


Tue author has made a series of experiments by which he shows that 
milk, pasteurised at 75 to 80 degrees centigrade, has all its natural 
ferments destroyed, but is not rendered sterile; in fact, unless the 
milk be very quickly cooled, and kept cool, it is more dangerous than 
if untreated. He contrasts this dangerous condition with the excellent 
results obtained, with milk boiled for 45 minutes, in the cliniques at 
the Charité and at the Maternité, under the care of Budin and 
Maygrier, where in a long run of cases there was only one infantile 
death from diarrhcea, and that one was in a child who had drunk 





bad milk in a créche. 
E. H. L. Oviruant. 


Infections of the Naso-Pharynx in the Newborn. 


Lavcrens (GrorGes) AND Prerra (Lovts). L’Obstétrique, May, 1905. 
Tue authors contribute a long article on the importance of these in- 
fections which are more common than is usually believed. The 
micro-organisms found are the streptococcus, pneumococcus, and 





staphylococci. There may be simple rhinitis passing on to pus 
formation, which may go on to invade the pharynx, ears, frontal 
sinuses or eyes. They draw special attention to the large proportion 
of cases in which otitis is found at post-mortem examinations. The 
otitis of the newborn shows no tendency to spontaneous cure; on the 





contrary in the authors’ experience it has usually proceeded to a fatal 
termination. Among other prophylactic measures, they advise that 
a child with coryza should not be kept lying on its back. They add a 4 
bibliography of recent literature. | 


E. H. L. Ovrenant. 
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The Prophylaxis of Hereditary Syphilis. 
PrnarpD. Annales de Gynécol. et d’Obstét., April, 1905. 


Tue author, in a short communication on the subject, points out some 
conditions which, in spite of our knowledge of syphilis, may have 
escaped the notice of some observers. The article is apparently 
written as a short digression to Fournier’s admirable paper read 
before the Academy of Medicine, Paris, in February, 1905. 

Since the time of Paracelsus and A. Paré, much has been written 
of the rdle of hereditary syphilis, and we now know that two distinct 
forms seem to exist, viz., the contagious or virulent heredity, and the 
dystrophic variety. We all know that a syphilitic mother, under 
special conditions, after having one, two, or three healthy children, 
can bring forth children with all the well-marked symptoms of 
hereditary or congenital syphilis. Many examples of this doubtless 
occur, and Pinard quotes the case of a syphilitic patient treated for 
eight years, who bore six healthy children and yet produced a seventh 
child presenting all the lesions of syphilis, and dying two months 
after birth. So that whatever be the hypothesis as regards the 
gradual wearing out of the virus of syphilis, the procreation of a 
healthy child by a syphilitic mother is in no way a certificate of 
recovery. Other questions necessarily arise from this :—Under what 
circumstances do syphilitic mothers produce healthy children ?— 
The answer seems to be when they have undergone methodical and 
prolonged treatment, but Pinard points out that even this is not 
sufficient for the whole period of reproductive life, and he formulates 
the opinion that every syphilitic mother who wishes to have healthy 
children must submit herself during the period of reproduction to a 
vigorous “retreatment.” 

Not only does this apply to the woman but to the tainted man who 
wishes to become the father of a healthy family, even though he 
has undergone treatment before marriage, and also presents no 
evidences of syphilis on examination. Such a man, or such a woman, 
must follow a new treatment, not for themselves, but for the children 
they procreate. What is this treatment? It is preventative, and 
preventative of hereditary syphilis. Pinard remarks on the periods 
of time advised by many authors on this subject; six months is not 
sufficient, and any limit of time is merely arbitrary, and though the 
time advised by Pinard seems all too long, he affirms that it can 
never be accused of being too short! 
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His line of treatment is that every syphilitic person who has ever 
been under definite treatment, and who presents no signs of contagion, 
and who wishes to have children, should again be put under iodide 
of potassium and mercury. Pinard gives biniodide of mercury, and 
iodide of potassium. Then permission is given to procreate, but not 
before. In the woman, from the onset of pregnancy and during the 
whole pregnancy, the same treatment is followed. With each 
sticcessive pregnancy a similar treatment is insisted on. 

Pinard sums up his paper with the advice that all of us who have 
to do with such cases must impose on our syphilitic patients the line 
of “retreatment” for the cure of hereditary syphilis before they 
procreate children, and they may be assured that such a line of 
treatment will be crowned with success. If we do not really know 
the laws relating to the transmission of syphilis we at least surely 
know how we can treat it. 


C. Husert Roperts. 





GYNAZCOLOGY. 


The Histology of the Ovary during Pregnancy. 
Pinto (Carto). Annali di Ostet. e Ginecol., May, 1905. 


Tuts is a long description of the author’s investigations, illustrated 
with coloured drawings. In the ovaries of a pregnant woman the 
follicles, in course of development, show a thickening of the internal 
membrane, due to eithera slight hypertrophy of individual epithelioid 
cells, or to greater vascular growth and serous distension of the cells. 
Besides the hypertrophy the cells probably multiply more quickly in 
a pregnant woman. The follicles undergoing cystic involution do 
not show the atrophy of the epithelioid elements of the internal mem- 
brane that is found in non-pregnant women. In the ovaries of a 
gravida a large number of the follicles are transformed into solid 
masses of epithelioid tissue, which extends without defined edges 
inte the surrounding ovarian stroma. These epithelioid cells do not 
assume the character of lutein cells. The changes described above 
are not constant. 

The lutein cells in the corpus luteum of pregnancy are larger than 
in that of menstruation, and besides. there is an excessive production 
of epithelioid cells arising from the internal membrane of the 
ruptured follicle. The author calls these paralutein cells. They are 


not found after the third month, some becoming lutein cells, while 
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the rest disappear in some way not determined. In the corpus luteum 
of pregnancy are found drops which give the reactions of hyaline and 
of colloid matter. Their origin is unknown, but they probably arise 
in the lutein cells. In the albuginea, much more commonly than in 
the stroma of the ovary of a gravida, are found elements similar to 
decidual ones. Near the remains of corporea lutea, even of consider- 
able age, are to be found pigmented cells which the author thinks 
are the débris of lutein cells. 
E. H. L. Ovrnanr. 


Glandular Invasion in Cancer of the Cervix. 
HARTMANN AND LEcENE. Annales de Gynécol. et d’Obstét., Mar., 1905. 


Tue value of careful post-mortem examination after death from 
cancer of the cervix must always be of value. Two cases are reported 
by the authors. In the first, death was due to broncho-pneumonia. 
Locally, the cancer had spread from the cervix and infiltrated the base 
of the broad ligaments, while the right ureter was surrounded by 
growth; the bladder and posterior cul-de-sac were unafiected. 
Macroscopically the following sets of glands were involved :— 

(a) Two glands along the right external iliac. 

(6) A gland at the bifureation of the common iliac on the right 
side. 

(¢ 


ureter, and on the right side of the inferior vena cava at the level of 


Two lumbar glands situated outside and behind the right 


the 4th lumbar vertebra. 

(d) A gland situated between the abdominal aorta and vena cava 
inferior at the level of the inferior mesenteric artery. 

(e) Two glands on either side of the vena cava inferior just below 
the entrance of the renal veins. 

ilistologically the cancer was a pavement epithelioma with well- 
marked cell nests. Neoplastic invasion was found in the base of the 


right broad ligament and the right ureter. 
Of the glands macroscopically enlarged two only contained 
cancerous metastases when examined by the microscope. These 
affected glands were situated at the bifurcation of the right common 
iliac, and between the aorta and vena cava inferior, near the inferior 
mesenteric artery. The other glands showed chronic inflammatory 
lesions, but no invasion by new growth. 

In the second case reported, the cervix uteri was replaced by an 


regular sprouting growth, which filled the upper part of the vagina 
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but did not appear to involve the broad ligaments or cellular tissue. 
The vaginal walls seemed free. Operation was decided on, but the 
patient (at. 44) died suddenly five days after entering the Hospital 
from cerebral hemorrhage. At the autopsy this was confirmed. 

As regards the pelvic viscera, on naked-eye examination the 
growth did not appear to invade the broad ligaments, base of bladder, 
or ureters. However, glandular enlargement was present in the 
following situations :— 

(a) A gland beside the external iliac vessels on the right side. 

(b) Two glands opposite the promontory. 

(c) Two glands situated between the right ureter and right side 
of the inferior cava opposite the 4th lumbar vertebra. 

(d) A gland in front of the vena cava inferior below the entrance 
of the right renal vein. 

(e) A gland situated close to the obliterated hypogastric artery 
near the left side of the bladder. 

Histological examination proved the cancer of the cervix to be a 
tubular epithelioma of the cervical canal. Serial sections of the 
base of the broad ligaments showed no evidence of invasion. None 
of the glands described above (and which macroscopically appeared 
to be invaded) showed any new growth, but merely inflammatory 
changes. 

These observations go to prove that complicated operations for the 
complete removal of glandular and lymphatic elements in cancer of 
the cervix are impracticable, and further, that it is impossible to say 
that such glands are really the seat of cancer at all. It appears that 
as regards operative interference, we must rest content with extir- 
pating the parametrium and such gland elements as are manifestly 
enlarged, and which, at the time of operation, are reasonably 
accessible for removal. 

C. Huserr Roserts. 


Results of Abdominal Hysterectomy with removal of Pelvic 
Glands in Cancer of the Cervix Uteri. 


Jacons. (Le Progrés méd. Belge., June, 1904). Review by “ H.H.” 
Annales de Gynécol. et d’Obstét., March, 1905. 





Tue latest statistics of abdominal hysterectomy for cancer are not 
encouraging, even when the greatest care is taken to remove all 
apparently infected tissues, and when the most extensive dissections 
of the broad ligaments and pelvic cellular tissue have been performed. 
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Jacobs gives particulars of 95 operations with an operative mortality 
of 63 per cent. 

Of the 95 cases six had apparently been lost sight of; 89 sub- 
sequently reported themselves after operation, with only seven actual 
recoveries, 
case operated on 5 years and 8 months. 
case operated on 2 years and 7 months. 
case operated on 2 years and 4 months. 
case operated on 1 year. 
case operated on 7 months. 
cases operated on 6 months. 


nor = = Se 


Recurrence noted in 76 cases. 


5 immediately. 2 after 1 year and 3 months. 
5 after 2 months. 3 after 1 year and 4 months. 
6 after 3 months. 3 after 1 year and 6 months. 
7 after 4 months. 1 after 1 year and 11 months. 
2 after 5 months. 6 after 24 months. 

5 after 6 months. 1 after 2 years and 3 months. 
4 after 7 months. 1 after 2 years and 4 months. 
4 after 8 months. 1 after 2 years and 7 months. 
3 after 9 months. 1 after 2 years and 9 months. 
2 after 11 months. 1 after 3 years and 5 months. 
5 after 12 months. 1 after 3 years and 8 months. 
2 after 1 year and 1 month. 1 after 5 years and 2 months. 
3 after 1 year and 1 month. 1 after 5 years and 7 months. 


Or in another table (76 cases). 


43 recurrences in the Ist year. 
20 recurrences in the 2nd year. 
4 recurrences in the 3rd year. 
2 recurrences in the 4th year. 
2 recurrences in the 5th year. 


50 % of recurrences in the Ist year. 

21 % of recurrences in the 2nd year. 
42% of recurrences in the 3rd year. 
21% of recurrences in the 4th year. 
21% of recurrences in the 5th year. 

Total 95 operations= 63% deaths. 
Total 95 operations=96'6% operative recoveries. 


The six deaths were due to pneumonia, embolism, exhaustion and 





infection (3). 
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With regard to the three deaths from sepsis, Jacobs thinks that 
they were provoked by instrumentation or tearing of the uterine 
muscle, thus allowing the escape of the contents of the uterine cavity. 
The mortality is thus higher than vaginal hysterectomy, Jacobs’ 
mortality for the latter operation being only 1:2 per cent. 

Comparing the two operations in cancer of the cervix uteri, 
(cancer of the body is not included in these statistics), it is stated 
that the vaginal method does not allow of any removal of the affected 
cellular tissue or glands. 

Jacobs, together with Winter, Kelly, Mangiagalli, and others, 
considers that the cancerous adenopathy is rare when the parametrium 
is free from invasion, while, if on the contrary, cancerous infection 
of the parametrium is present, glandular involvement is constant. 

In the 95 cases reported above, Jacobs found 

Glandular infection in 49 cases=51% 
Glands unaffected in 19 cases=20% 
Secondary glandular infection in 27 cases=28% 


Is it really this glandular invasion at the time of operation that, 
in the end, leads to recurrence? Taking (a) the seven successful 
cases, in four, enlarged glands were noted and removed, while in the 
three remaining no enlarged glands were noted. In the four positive 
cases examination of the glands gave definite results in two cases 
(v.e., they were cancerous), suspicion in one case, and negative results 
in the one remaining. 

Recurrences (76 cases). 

Five occurred immediately after operation. In these cases Jacobs 
noted invasion of the whole glandular and lymphatic systems of the 
pelvis, peritoneum and cellular tissue, with extension to the 
intestine, bladder, and ureters. The five operations were incomplete, 
implantation of the ureter was necessary in two cases, and in another 
ligature of the left iliac vein. Really, as Jacobs remarks, these cases 
were not, in the proper sense of the term, recurrences, but continua- 
tion of the cancerous invasion in the pelvis. 

In 43 cases which recurred in the first year, Jacobs removed the 
lymphatics and glands in 21, and in four cases one or two large 
glandular masses were met with laterally close to the supra-vaginal 
cervix. 

In the 20 cases of recurrence in the course of the 2nd year, 15 cases 
underwent removal of glands. 
In the 4 cases of recurrence in the course of the 5rd year, 3 cases 


underwent removal of glands. 
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In the 2 cases of recurrence in the course of the 4th year, 1 case 
underwent removal of glands. 

In the 2 cases of recurrence in the course of the 5th year, 2 cases 
underwent removal of glands. 

In many of these cases only ordinary inflammatory changes were 

found on microscopical examination. Thus, of the 76 cases, 41 had 

definite glandular infection, and in 31 this was absent, hence 

Jacobs concludes that glandular enlargement is not necessarily 

pathognomonic of cancer of the cervix. 


Seat of Recurrence. 

In 47 cases this occurred in the vaginal cicatrix; in 29 the re- 
currence was pelvic and the vaginal scar quite unaffected. In four 
or five cases secondary laparotomy was necessary, and the actual seat 
of recurrence observed in situ. In most cases the broad ligaments 
were found involved, and adherent to bowel or bladder, resection of 
the intestine being necessary in one case. Jacobs thinks recurrence is 
most frequent in the vaginal cicatrix (60 per cent.). In the cases of 
pelvic recurrence (30 per cent.), the parametrium is involved and 
rapid invasion of the intestine takes place. Intestinal and mesenteric 
metastases are not uncommon. 

Secondary growths in the thorax were observed in one case and 
in the liver in another. Thus the operation is discouraging, and only 
exceptionally can its results be said to be radical. Jacobs thinks 
with Richelot and Pozzi, that at the time of operation our incisions, 
however wide and into tissues apparently healthy, may avail little, 
for the elements of recurrence are there even before operation. 

Finally, the period of three years of freedom from recurrence as 
a dictum of recovery is much too short, recurrences have been noted 
after that period, though they are rare after four or five years. 
Segond has reported cases of recurrence after the sixth and seventh 
year, and Olshausen 12 and 21 years after operation. A term of five 
years at least should be taken as a minimum. 

C. Huserr Ronerts. 


Vaginal Hysterectomy for Cancer of the Cervix during 
Pregnancy. 


Conpamin (R. and A.). Annales de Gynécol. ct @Obstét., Mar., 1905. 


ALTHOUGH many authorities, even up to a recent date, have advised 
only expectant treatment in connection with cancer and pregnancy, 


it is possible that some of these terrible cases are within the reach of 
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surgery, and with this in view the authors have published their views 
and statistics as regards operative interference. 


Thirty cases are reported in detail, two having occurred in their 
own practice, the remainder being collected from German sources. 
As a result of their observations they conclude that in the presence of 
operable cancer of the cervix, discovered during pregnancy, it is the 
duty of the surgeon to interfere, for by hysterectomy there is a chance 
of saving the mother, while the chances of the life of the fetus, if 
the pregnancy be allowed to continue, are much imperilled (abortion, 
hemorrhage, and dystocia). Cohnstein finds that abortion and 
premature labour occur in about 15 per cent. of all cases. Hermann 
and Bar showed that gestation with cancer, only goes to term in 
two-thirds of the cases, abortion or premature labour occurring in 
33 per cent. Cohnstein’s and Theilhaber’s statistics give the 
mortality of the children in cancer cases allowed to go to term, or 
towards term, as from 34 per cent. to 47 per cent. Even when we 
take the good results recently obtained by Cesarean section, the 
chances of life of the fetus with cancer are notably reduced. There 
is little doubt also that the pregnancy seriously aggravates the growth 
of the cancer and renders the prognosis still more grave. 


Next, with regard to the invasion of parametrium, broad liga- 
ments, and the bladder walls. In such cases the authors deem the 
mother as lost, and the child then claims all consideration. 


During the first six months of pregnancy with operable cancer of 
the cervix, it is the duty of the surgeon to interfere as soon as 
possible. During the sixth and seventh months, if the disease be in 
its early stages, and the surgeon thinks that he might wait a month 
or so before performing the radical operation, he may do so, since by 
that time the viability of the fetus is assured. On the contrary, if 
the disease is operable and he dare not wait, operation should be 
undertaken at once. Should pregnancy have reached the eighth 
month, the child is viable, and the radical operation should be under- 
taken after abdominal Cesarean section. Vaginal Cesarean section 
only enters into the field of discussion when the fcetus is relatively 
small. 


The authors prefer vaginal hysterectomy as the ideal method of 
procedure up to the sixth or even the seventh month. The vaginal 
method of removal of the uterus is preferable according to the 
authors for the reasons that it is an easy one, the foetus being easily 
extracted by division of the anterior lip of the cervix. Further, by 
the vaginal incision, the limits of the growth can be determined, and 
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the incisions made into healthy tissues. Lastly, the chances of 
peritoneal infection are less than with the abdominal route. 

The particular operation performed by the authors consists in 
first carefully disinfecting the growth, removing all sprouting 
portions, and treating the cancerous surface with the actual cautery 
or chloride of zine. The anterior lip is then seized with forceps, the 
bladder stripped up, and the anterior peritoneal cul-de-sac opened. 
The anterior lip is then divided upwards with scissors in the median 
line, the margin of the incision being held aside by tenaculum forceps 
higher and higher as the section is made. When the membranes are 
reached they are opened, and the foetus delivered by version or other 
means. The incision is then continued upwards till the operator is 
able to pull the fundus downwards into the vagina by a series of 
see-saw movements. Next, the broad ligaments are clamped by 
strong curved forceps from above downwards, the broad ligaments 
and posterior vaginal wall being then divided. The forceps are left on 
for 48 hours. By this particular method of operating the authors 
claim that hemorrhage is easily controlled, and division of the lateral 
portions of the vagina and base of the broad ligaments avoided during 
the earlier stages of the operation. A further advantage is gained 
in that peritoneal infection by the cancerous stump is avoided. 


C. Husert Roserts. 


On the Indications for Operation on Fibro-myomata. 


Winter. (East and West Prussian Gynecological Society). 
Monats. fiir Geburts. und Gyndkol. Bd. xxi., Ht. 4. 


THE question as to whether fibro-myomata require radical operations 
on their own account or because of the symptoms they produce is 
always one of great importance, owing to the diverse views held in 
the present day as to the importance of these tumours. The bulk of 
authority is still in favour of radical operations being performed only 
on account of serious symptoms, the minority considering that those 
tumours should all be removed, whether they give rise to serious 
symptoms at the moment or not. The author belongs to the former 
category, and states his views very decidedly, palliative and conserva- 
tive treatment playing a large part in his opinion. From October, 
1897, to March, 1905, he had performed 414 operations for fibro- 
myoma, of which 98 were conservative vaginal operations with one 
death, 25 conservative abdominal operations with one death, 78 
complete removals per vaginam with two deaths, and 215 abdominal 
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supra-vaginal amputations with seven deaths. In all 414 operations 
with 11 deaths, or 2°65 per cent. The indications for these operations 
were governed by the seriousness of the local symptoms, of which the 
most important is bleeding. Out of 488 tumours with bleeding, 208 
operations had to be performed. Winter employs tincture of ergot 
and curettage with cauterisation as palliative procedures. The former 
is only of value in small interstitial tumours, while the latter is 
useless in large tumours and in submucous fibroids. Metrorrhagia 
more often requires radical operative treatment than menorrhagia. 
The latter requires operation when it is serious enough to give rise 
to anemia. 

Pain, due to the tumour itself, is the next most common indication, 
and was noted in 75 per cent. of the cases, requiring operation in 
115 cases. The apparent causes of this pain are sub-peritoneal 
development of the tumour, the deep seat of certain tumours, and 
secondary degeneration of the tumour, with inflammatory changes 
in the pelvic connective tissue, peritoneum and adnexa. 

Bladder troubles constitute a third important series of indications 
for radical operations. These generally consist of tenesmus, painful 
micturition, and difficulty or impossibility of micturition. Frequent 
urinary examination and cystoscopy are necessary to elucidate these 
symptoms, as well as attempts to relieve them by replacement of 
tumours before resorting to radical operations. 

With regard to the effect of fibroids on the general health, Winter 
considers only their effect on the heart. From anatomical and clinical 
studies the author considers it proven that fibroids have an effect on 
the heart muscle, and sometimes cause changes in the valves and in 
the size of the heart cavities. These constitute an indication for 
radical operations, and as a rule such patients do not run any special 
risk from the operations. Winter concludes that the family 
practitioner, who constantly sees these cases, is the proper person to 
decide whether the indications are such as to warrant radical opera- 
tions, and considers that the welfare of the patient is best consulted 
by the practitioner and the operator working together. 


Tuos. G. STEVENS. 
A Consideration of Fibroid Tumours of the Uterus based upon 
a study of a series of 210 Cases treated Surgically. 


Wesster (J. C.). American Medicine, March 11th, 1905. 


THE operative procedures in 210 cases of uterine fibromyomata, treated 
surgically, were as follows :— 



















































Current Literature: Gyneecology 


(a) Those involving opening of the peritoneal cavity :— 


Cases. 
Vaginal hysterectomy ... ... o.. cee eee ee SG 
Abdominal panhysterectomy ... ... 0... 2.2... 46 
Abdominal supra-vaginal amputation ... ... ... 48 
Vaginal myomectomy .... 0.0 000 see see eee «6S 
Abdominal myomectomy ... ... 0... 66. wee eee 48 
Removal of tubes and ovaries... ... 0... «2 «2 

(b) Those carried out without opening the peritoneum :— 

Cases. 
Vaginal] ligation of uterine arteries... ... ... ... 3 
temoval of submucous polypoidal growths... ... 27 


Five deaths occurred—two from sepsis, one from pneumonia on 
the fifteenth day, one followed vaginal extirpation of a suppurating 
myomatous uterus, and one died immediately after a prolonged Porro- 
Cesarean section where there was much loss of blood. 

The tumours represented all the well-known varieties. The largest 
was a fibro-cystic tumour weighing 87 pounds in a woman aged 41. 
The largest solid growth weighed 36 pounds. The tumours were 
multiple in about 90 per cent. In 8 per cent. the growth was mainly 
submucous; in 20 per cent. mainly interstitial; in 15 per cent. chiefly 
subperitoneal. In 57 per cent. there was a combination of these 
varieties, mainly the interstitial and subperitoneal. An exhaustive 
list of the degenerations and pelvic complications found in these cases 
is also given. 

Pressure effects are found in a considerable percentage of cases, 
chiefly in those in which the tumours are situated mainly within the 
pelvic cavity. As a rule they develop gradually; sometimes they 
may develop rapidly, as when a tumour becomes oedematous or con- 
gested—this is especially noted after torsion of the pedicle of a sub- 
serous fibroid. The bladder is often disturbed, frequency of micturi- 
tion being most frequently produced. The ureter is rarely compressed 
to such an extent as to cause hydronephrosis. Interference with 
nerves is rare. Occasionally the circulation is impeded, so that there 
is variscosity or cedema in one or both lower extremities, in the rectum, 
vagina, or vulva. The uterus, veins and nerves are directly 
affected by fibroids much less frequently than by carcinoma uteri. 
Phlebitis is occasionally noted, being usually due to the complication 
of infection. Pressure on the rectum interfering with defecation is 
not very common. Intestinal obstruction is rare, though temporary 
obstruction is occasionally observed and may produce alarming 


symptoms. 
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Cardio-vascular lesions were present in about 25 per cent. of the 
cases. This is less than the figures given by Strassman and Lehmann 
and by Fleck. Williams reports the findings in 22 autopsies in women 
with myomata, as showing but 12 without cardio-vascular changes. 
Wilson reports that in 72 cases in which radical surgical interference 
was indicated there were cardiac disturbances in nearly 46 per cent. 

Renal disturbances are more commonly associated with uterine 
fibroids than is commonly believed. 

It is impossible to give acurate statistics of the mortality of un- 
operated fibroids. Winckel states it at 10 per cent., and Noble 
estimates that about a third would have died had not operation been 
carried out. The widely-held views as to the comparative harmless- 
ness of uterine fibroids must be greatly modified. Taking into con- 
sideration the pressure effects, the tumour degenerations, the pelvic 
and abdominal complications, the changes in the heart, large vessels, 
kidneys and liver, the chronic anemia in hemorrhagic cases, and 
other occasional associations, especially those connected with 
pregnancy and labour, the new growth must be considered as seriously 
increasing morbidity and mortality in women in whom they occur. 
Surgical measures have gradually displaced all other methods of 
treatment. 

In attempting to establish indications for surgical treatment 
various factors must be considered. Thus, the site of the growth 
may indicate early removal of the tumour, e.g., a submucous poly- 
poidal fibroid or cervical growth, or the nature of the tumour may 
afford an indication, ¢.g., rapid growth, cystic change, necrobiosis, or 
infection, malignancy, or association with pregnancy. Various 
symptoms may suffice, ¢.g., excessive or long continued loss of blood, 
pressure on bladder, ureters or bowel. The size and number of the 
tumours within a somewhat ill-defined limit, are considered by many 
as secondary to other factors in determining surgical interference. 
Lastly, the nature of associated complications may often afford the 
indication for surgical measures. 

As regards the choice of surgical procedure in cases of fibroid 
uterus, Dr. Webster considers that ligation of the uterine arteries has 
scarcely any place in the treatment of fibroid tumours, that removal 
of the uterine appendages has been widely abandoned, and_ that 
although myomectomy has long been recognised as suitable in certain 
cases, yet it is impossible to give precise and definite specific indica- 
tions for its performance. 

Regarding the remaining procedures, viz., supra-vaginal amputa- 


tion and total extirpation, each has its special advocates. Dr. Webster 
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prefers the former as a routine operation, as it may usually be per- 
formed in a shorter time, there is less hemorrhage, the anatomical! 
relationships of the pelvic floor are better preserved, and there is less 
risk of wounding the ureters. Richelot and others have recently 
tried to discredit this operation because of the occasional occurrence 
of malignant disease in the stump after operation. A more serious 
objection to supra-vaginal amputation is the occasional association of 
fibromyoma and malignant disease—the latter not being suspected or 
discovered until the specimen is examined after removal. From the 
standpoint of malignancy in association with fibroids, Dr. Webster's 
total extirpation of the uterus is the most scientific procedure. 

As regards the choice of vaginal and abdominal routes, where the 
whole uterus is to be removed, the former has only a limited sphere. 
Vaginal hysterectomy should not be attempted if the uterus be larger 
than a four months’ pregnant uterus, if it be adherent or intra- 
ligamentous, if there be marked disease of the appendages, or the 
vagina be narrow. 

Morcellement, generally necessary in the vaginal operation, is 
quite inadmissible if the fibroid disease be associated with malignancy. 

Frank E. Taytor. 


Some Considerations on Total Absence of the Vagina and its 
Surgical Treatment. 


Vautrin. Annales de Gynécol. et d’Obstét., February, 1905. 


AmonG congenital malformations of the vagina total absence is one 
of the most rare and the most difficult to deal with. 
Embryologically the explanation of this condition is agreed upon 
by most authors, except, perhaps, the formation of the hymen and 
vestibule. The question of the establishment of an artificial vagina 
is formally indicated when there is menstrual retention or haemato- 
metra. The advent of aseptic surgery has lessened the danger of the 
operation, and most authors are agreed upon creating a means of 
escape of the pent-up blood by an opening through the perineum. 
This route is preferable to laparatomy in most cases. Next comes a 
different class of case, viz., where there is total absence of the vagina 
but no menstrual retention. Here two classes of malformation exist : 
(a) total absence of the vagina with absence of the menstrual 
molimen, and (b) total absence of the vagina with the existence of 


the menstrual molimen. 
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When the vagina is absent in a woman aged 20—25 years without 
any indication of the menstrual molimen, the utility of any operation 
is perhaps doubtful, and if the patient knows of such deformity she 
may be content to accept the situation and never marry. It is 
different however in the case where the deformity is only found out 
after marriage and where the surgeon is consulted on account of this, 
and the medico-legal aspects of the case. The author opines that in 
such cases, 7.¢., after marriage, it is justifiable to interfere even in 
the absence of menstrual molimina. 
Should the menstrual molimen exist in a woman with total 
absence of the vagina, the operative indications are of course formal 
and definite. In such cases the occurrence of the molimen indicates 
that the internal organs are relatively well developed, and a very 
careful examination should be made to determine the presence of 
uterus, ovaries and tubes. This condition may lead to retention of 
blood in the uterus or tubes, or ovarian apoplexy, with or without 
hematocele. Hamatometra, hematosalpinx, and hematocele are the 
most common results. 

temoval of the ovaries and tubes (?.c., castration) or even total 
abdominal hysterectomy, are modes of treatment which seem logical 
and legitimate in an unmarried woman, or one vowed to celibacy, in 


ee f 


the presence of severe “ dysmenorrhea.” This is particularly so when 
careful pelvic examination shows the uterus to be rudimentary. 
On the other hand, when the uterus is present and of normal size, 
Vautrin holds that it is better treatment to try and make a new 
vagina. 

Many operations of this sort have been invented, and some of 
them attended with good results, pregnancy and normal delivery 
having followed (Emmet, Fletcher, Gérard-Marchant). The main 
principles of the operation are to cut into the perineal tissues between 
the bladder and the rectum so reaching the cervix, the false passage 
thus made being kept artificially open. By incision and “ décollement ” 
combined, perhaps even better results are obtained, but unfortunately 
cicatrisation is always liable to occur, and the passage tends to close. 
teve, de Tedenat, de Molliére, and Mile. Dumitrescu quote successful 
cases operated on by this method. 

Sometimes the operation is undertaken in two stages, an artificial 
vagina is first established, the cervix being subsequently implanted 
in it by a laparotomy, and a communication thus established between 
the uterine and vaginal canals. In order to get rid of the con- 
traction and cicatrisation which almost invariably follows in such 


cases, “autoplasty”’ has successfully been employed, good results 




















Current Literature: Gynecology 49 


having been obtained by Roux, Lannelongue, Villar, Picqué, 
Schwartz, and others. 


Roux employed the method of forming a new vagina by two 
mucous flaps traced out of the hymen, labia minora and majora. 
Picqué uses a similar method, but with a supplementary cutaneous 
flap. Schwartz and Villar use mucous flaps. Délagéniére and 
Vautrin independently introduced the method of cutaneous flaps. 
The latter gives in detail a case on which he operated. He first 
dissects upwards into the cellular tissue by the knife and finger, 
separating the bladder from the rectum, and by cautious “décollement” 
the cervix is reached and a new vagina formed. The peritoneum is 
not opened. The raw surfaces of the new vagina thus made are then 
covered by two horizontal skin flaps, dissected up from the genito- 
crural and gluteal regions at the level of the bases of the labia majora. 
The flaps measured 12cm.x5em. The flaps were next carefully 
folded on their pedicle and united at their inferior borders by catgut 
sutures. The upper margins were similarly sutured to within 3—4 
centimetres of their extremities. A sort of finger of a glove was thus 
made with its raw surface external. A third mucous flap was next 
dissected up as the upper portion of the “glove-finger’” of tissue was 
incomplete, owing to the torsion of the skin-flap pedicles. The 
mucous flap dissected up was used to cover in the breach of surface. 
The glove finger was next invaginated into the dissected vagina by a 
thread of strong catgut, which had been passed through the summit 
of the vaginal wound. The raw surfaces of the glove finger were now 
oppesed to the raw surfaces of the vaginal breach made by dissection. 
A few extra catgut sutures were then introduced, and the new vagina 
lightly stuffed with gauze. The patient did well, very little slough- 
ing of the flaps occurred, and when she left the hospital the depth of 
the vagina was 8}cem., and easily admitted the largest Heégar’s 
dilator. The author is of the opinion that if it be necessary to 
establish a communication between a vagina so constituted and the 
uterus, it should be done at a period when the upper extremity of the 
vagina is well cicatrised and healed. He advises the abdominal route 
for such a procedure. The operations proposed by Snéguireff, who 


created a vagina from a portion of the rectum, is a more complex 
proceeding. 


C. Hunertr Ronerts. 


































Journal of Obstetrics and Gynecology 


On Tuberculosis of the Female Generative System. 





Tuomson. Monats. fiir Geburts. und Gyndkol. Bd. xxi., Ht. 4. 





Primary tuberculosis of the female generative tract is of sufficiently 
rare occurrence to make any recorded cases of interest. The author 
records five cases of pelvic tubercle in which two certainly appeared 
to be primary and one was doubtful, while two others were com- 
plicated by tuberculosis elsewhere. The first case was an isolated 
tuberculosis of one Fallopian tube leading to hydrosalpinx. The 
diagnosis was made on the strength of tubercle bacilli being found in 
the wall after removal by laparotomy. The second case was one of 
tubercle of both Fallopian tubes and peritoneum, the latter being 
probably primary. The third was a primary tuberculosis of both | 
tubes with perforation of the rectum. Both tubes were removed, and 

the rectal fistula was repaired, the patient recovering. The fourth 
was the doubtful case, but it appeared to be a primary tuberculosis of 
the ovary. This, of course, is an extremely rare condition, and very 
few cases have been described. The ovary here was removed per 
vaginam, so that it was not possible to note the condition of the 
general peritoneum. However, the patient recovered, and was in 
good health four years later, so that it might be possible that this was 
a case of primary isolated ovarian tuberculosis. The last case was 
complicated by tuberculous axillary glands, ovaries, and lungs and 
pelvic suppuration, and was the only case of the five recorded which 
ended fatally. Six operations in all were performed upon this patient. 
who finally succumbed three weeks after removal of the right tuber- 
culous kidney on account of a ureteral fistula. 


Tuos. G. STEVENS. 


Parotitis following Injury or Disease of the Abdominal and 
Pelvic Viscera. 


Dypatt. Annals of Surgery, December, 1904. 





As this condition only follows lesions of the contents or of the wall 
of the celom, it is referred to in this paper as celiac parotitis. After 
an account of the primary lesions which may give rise to this form 
of parotid inflammation and of the course of the disease, the author 
devotes the main part of his paper to a discussion of the theories 
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which have been put forward to explain its origin; these are (1) the 
pyzmic theory, (2) the oral sepsis theory, and (#) the “reflex” theory. 
In summing up he concludes that celiac parotitis is most probably 
due to the action on the parotid glands of toxic substances absorbed 
into the blood and derived from (a) the secretions of certain organs 
modified by injury or disease; (b) toxins of microbic origin (e.g., 
bacillus coli) absorbed from the alimentary canal, peritoneal cavity 
or bladder; (c) products of deranged digestion. The occurrence of 
the disease depends on the presence and the absorption in sufficient 
quantity of some of these various toxic agents. Suppuration is not 
an essential feature but is due to the fact that the parotid gland, 
when inflamed by the action of these toxic agents, forms a locus 
minoris resistentiae, and becomes secondarily affected by pyogenic 
organisms reaching it (a) by the blood stream; (b) by Stenson’s duct. 


J. S. FAarrBarrn. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting, Wednesday, June 7th, 1905, W. R. Daxry, F.R.C.P., President, in 
the Chair. 


PUERPERAL ECLAMPSIA. 


Surg.-Capt. J. C. Honprrcn-Leicester, 1.M.S., of Calcutta, reported a 
case of eclampsia with death on the sixteenth day after delivery from 
general septic peritonitis, due to rupture of an abscess in the spleen. 


REPEATED TUBAL PREGNANCY. 


Mr. Arsan Doran reported a case which was recorded in the last 
number of this JourNaL. 

Dr. BoxaLL mentioned a case in which a normal pregnancy and 
delivery occurred about a year subsequent to removal of a ruptured tubal 
gestation. 

Dr. Hersert SpENcER said he had operated on three cases of bilateral 
tubal pregnancy, and in two others had observed intra-uterine pregnancy 
after tubal gestation. 

Mrs. ScHar“ieB mentioned a case of ruptured ectopic gestation 
operated on in July last, the patient being now five months pregnant. 

Lieutenant Colonel Sturmer, I.M.S., referred to the case which he had 
recently brought before the Society, in which at the time of operation the 
opposite tube was found red and swollen, but was not removed. A year 
later it was discovered that ectopic pregnancy had again occurred. He, 
consequently, thought that it would have been safer to have removed both 
tubes at the first operation. 

Mr. Doran, in reply, said that every conceivable variation had been 
observed in cases of tubal pregnancy—repeated in the opposite side, 
repeated in the same side, simultaneous in the right and left tubes, 
simultaneous tubal and uterine pregnancy and, lastly, gestation in a 
tubal stump. Still, the evidence of those who had joined in the discussion 
supported his opinion that when pregnancy occurred after the removal of 
a tubal gestation sac it was, as a rule, normal; hence, when the sac was. 
removed it was not justifiable to amputate the opposite tube. 


TuHyroip-LIKE STRUCTURES IN Ovartan Cysts. 


Dr. R. Hamiiton BELL reported two instances of this rare phenomenon. 
In both cases the cysts were multilocular, and had been removed by 
operation. They showed in each instance appearances resembling those 
of the thyroid gland. An explanation was doubtless to be found among the 
following :—{1) Metastatic growth from a primary thyroidal carcinoma ; 
(2) secondary growth from a normal thyroid gland, or from a simple 
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goitre ; (3) growth of a teratcmatous nature ; (4) endothelioma ; (5) colloid 
degeneration of an ordinary cystic adenoma of the ovary. He was dis- 
posed to regard the last-mentioned as the most probable explanation. 

Dr. WILLIAMSON agreed that in many cases the resemblance to thyroid 
tissue was brought about as the result of pressure exerted by colloid 
contents in the smaller loculi upon the columnar epithelium of an adenoma 
of the ovary; but, at the same time, he thought it possible that in some 
cases an explanation was to be found in a tertomatous origin. 


DEFORMED Fatus. 


Mr. Cuarves Sincer exhibited and described a case of extreme ectopia 
vesice and congenital absence of the colon, combined with other 
deformities in a full-time foetus which had lived for fourteen days. 


Rupturep INTERSTITIAL PREGNANCY. 


Dr. Russet, ANpRews recorded a case of pregnancy in the left cornu 
of the uterus which had undergone early rupture. The period was but 
six days overdue, and the gestation cavity would but just admit the tip of 
one’s thumb. The uterus was removed by supra-vaginal amputation, both 
ovaries being left; but he raised the question of the possibility of 
preserving the uterus in cases like this, where rupture took place early, 
merely excising the affected cornu and suturing together the resulting raw 
surfaces. 


Primary Carcinoma or Boru Fa.iopian TuBEs. 


Dr. CuLLincwortH showed and described these specimens, which he had 
removed by operation from a woman 41 years of age. For two years 
previously she had had almost continuous pelvic discomfort, with 
frequency of micturition and a constant and increasing watery discharge, 
sometimes blood-stained and frequently offensive. The diagnosis was 
obscure. A month’s rest in bed having been followed by no apparent 
benefit, operation was decided upon. When the preliminary enema was 
given about a pint of bright blood was passed by the bowel, and 
under anesthesia a small fistulous opening was felt in the rectum four 
inches from the anus. On opening the abdomen both tubes were found to 
be affected with malignant disease, the left being much the larger; but 
the uterus was of normal size, and no extension of the disease to other 
parts in the abdomen could be felt. There was no ascites. It was 
thought that the fistulous opening into the bowel would supply a sufficient 
drainage. Subsequently some difficulty was experienced in getting the 
bowels to act. The patient died suddenly 84 hours after the operation. 

Mr. Doran thought it probable that the cancer had developed, as is 
often the case, in an old hydrosalpinx. 
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ROYAL ACADEMY OF MEDICINE, IRELAND. 
SECTION OF OBSTETRICS. 


Meeting, Friday, May 26th, 1905, A. J. Smitu, M.B., F.R.C.S.1., President, 
in the Chair. 


Sectional Secretary—T. Henry Wison, F.R.C.P.I. 
SPECIMENS. 


The Presipent (Dr. A. J. SmituH)—An Ovarian Cyst, illustrating grave 
complications. 


Dr. E. H. Tweepy asked Dr. Smith what method he adopted to separate 
the intestinal adhesions from the tumour, and what method he adopted 
to prevent the injured intestines from again becoming glued together. 

Sir A. V. Macan thought the suturing of the hole in the bladder an 
interesting point. 

Dr. Sir, in replying, said that as to the method of separating the 
adhesions, part of the specimen showed a portion of the cyst wall which was 
taken away where it had to be split down. As to the prevention of 
adhesions, there was a large area of intestine stripped of peritoneum, and 
he had to put in a number of very fine purse string sutures in parts 
which appeared dangerous; the omentum, which was very long, was also 
used to cover them. He found that the single purse string suture closed 
up the large hole in the bladder very completely on inverting the edges. 


Dr. E. Hastincs-Tweepy—fuptured Uterus. 


Sir A. V. Macan said that personally he criticised “shock” very 
severely. It might occur, but his interpretation of it was sepsis. It did 
not depend on mere tearing of the lower uterine segment even with opening 
the peritoneum, else why was it not caused in operating. The woman was 
a long time in labour, and the rupture took place some time before 
admission, so he did not find much difficulty in regard to causation of 
infection. He remembered a case in the Rotunda of the “rubbing through” 
variety. There was an anterior displacement, pendulous abdomen, and 
the head wore through into the peritoneum. The patient was a long time 
in labour, and the rupture must have taken place a long time before she 
‘showed symptoms of shock. There must have been a subsequent infection. 
. As to the treatment, if the child could be taken out per vias naturales, 
of course that should be done. If you could stop the hemorrhage, and the 
case was not septic, it seemed unnecessary to open the abdomen. If the 
child had escaped into the abdominal cavity it seemed more rational to 
open the abdomen, and stitch up the rupture, or remove the uterus. 

Dr. R. D. Pureroy said that, personally, he found no difficulty in 
explaining the causation of shock, apart from the supposition of sepsis. 
In many recorded cases death occurred a short time after the rupture, and 
shock must have played a large part in bringing about a fatal issue. The 
fact of the child being in the peritoneal cavity would account for a good 
deal of shock. He could not follow Dr. Tweedy’s explanation of how these 
ruptures occurred, and thought that the old theory of the stretching of 
the lower uterine segment by the active upper segment was sufficient. He 
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thought the pressure of the presenting part had been directed backwards, 
and, during uterine action, the strain was brought against the posterior 
part of the uterus. As to treatment, he thought they had abundant 
evidence to show that no law could be laid down as to whether plugging or 
laparotomy was best. 

Dr. JELLETT thought it was not possible to say definitely that there was 
no such thing as shock. He went on to relate some experiments performed 
on animals by Crile in America, which went on to show that death might 
result from (a) heart failure when death could be averted by cardiac 
stimulants; (6) those in which the peripheral arterial resistance had 
entirely disappeared, due to vasomotor paralysis. 

Dr. Smit said there was a good deal in what Sir Arthur Macan had 
said as to the non-causation of shock by operations which involved opening 
the abdomen, ete. He thought that septic trouble was largely at the 
bottom of these cases. 


DISCUSSION ON THE REPORT OF THE Rotunpa HospPITAL. 


Dr. JELLETT said he had to congratulate Dr. Tweedy on his first report. 
He saw that a certain proportion of deaths had occurred in excess of what 
would probably occur in future years, but most of them were due to causes 
which were outside the control of the Master. He would specially like to 
congratulate him on the steps which he had taken to prevent the recurrence 
of sepsis, as he had introduced many important reforms, such as rubber 
gloves, finger stalls, separate utensils for each patient, etc. Going on to 
criticise the report seriatim, he referred to the fatal case of accidental 
hemorrhage, and asked Dr. Tweedy how it was that because the membranes 
ruptured while the plug was being removed he did bipolar version? Had 
the adoption of this treatment any relation to the theory of compression 
of the uterine artery which Dr. Tweedy brought forward to explain the 
action of the vaginal tampon in accidental hemorrhage? Personally, he 
did not think that the circulation in the uterine artery could be impeded 
by a vaginal tampon, nor did he think the application of a bullet forceps 
and pulling down the cervix could exert any pressure on the uterine artery. 
He considered that Dr. Tweedy’s theories that you could bring down the 
angle of the uterine artery within reach of a plug was fantastic, since when 
a vaginal tampon was put in, and a binder applied outside, the uterus was 
compressed between the two and did not change its position. Did Dr. 
Tweedy still hold to his theory? He criticised the arrangement of the 
Rotunda Reports, saying that he had had occasion to read up many of 
them to complete statistics, etc., and found it very annoying when there 
was always a different arrangement or no arrangement at all. It was very 
difficult to collect information from a whole series of them, as the subjects 
did not follow one another in a systematic order, and he thought the 
Reports would gain enormously in value if Dr. Tweedy would classify his 
subjects in a systematic order and record them in the same way through 
his whole mastership. 

Sir A. V. Macan congratulated Dr. Tweedy on his report. He noted 
the enormous increase there was in the number of cases, and this was very 
striking. An interesting point also was the effort made to combat sepsis. 
Personally he would think the important thing would be first to make a 
thorough investigation as to where the fault lay. He agreed with 
Dr. Jellett as to the value of the improvements. He did not consider rubber 
gloves of such great importance, and could not regard the stoppage of 
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sepsis as being due to those measures. Rubber gloves were the fashion, but 
he himself did not consider them at all essential. As to the use of anti- 
septic dressings, he did not think their outward application to the vulva 
could be very important in parturition; if it was, the matter had been 
very insufficiently provided for by nature. He thought there should be 
free drainage for the lochia. As to the maternal mortality, he still 
regarded the first case as having died from accidental hemorrhage, and if 
plugging took so long to apply that a woman could collapse, we should at 
once go back to Cesarean section. It failed in its object if it could not be 
applied quickly, and you could leave it, and say it had stopped the 
hemorrhage. He quite agreed with Dr. Tweedy about the abandonment 
of curettage, and thought it was quite time to give it up. He, like Dr. 
Tweedy, had been disappointed in the antistreptococcic serum, and to be 
of any use it would have to be a mixed one. Crédé’s ointment might turn 
out to be of use. With regard to the treatment of eclampsia, the simpler 
the treatment was the better, and if we agreed with regard to the injection 
of large doses of morphia, why wash out the stomach also? He said he 
had seen a case in which hebotomy was performed, and it seemed to him 
immeasurably superior to svmphysiotomy. The only objection seemed to 
be that a hematoma might form. 


Dr. R. D. Purzroy said he would like to congratulate Dr. Tweedy on 
his clearness in enunciating his opinions, and his courage in defending 
them. With regard to some of the new measures, he might say that during 
his Mastership separate utensils were in use, and sterilized dressings for 
the vulva had been prepared and were partly in use. He was still a 
believer in the use of the flushing curette in suitable cases. He said he was 
at a loss to know what was the contra indication Dr. Tweedy referred to. 
The subsequent treatment of these cases was douching the uterus, and 
constitutional treatment. Dr. Tweedy stated, page 2, that “the majority 
of cases, no doubt, get well . . . . yield readily to any form of treatment.” 
He thought this a very sweeping statement, and was not prepared to admit 
that most of the cases were merely sapremic. During his Mastership, one 
of his assistants, Dr. Lloyd, prepared a series of cases of rise of temperature 
in which bacteriological and microscopic examinations were made of the 
contents of the uterus, taken with every necessary precaution, and in most 
of the cases the examination was made by Dr. Earl. Out of 130 cases 73 
had streptococci. He believed that the curette, when used in time, 
removed most of the organisms, and the patient was then able to resist the 
small dose which reached her circulation, therefore, he was not prepared 
to give up the flushing curette. He would also like to know what were the 
dangers which Dr. Tweedy believed followed from its use. The report 
also said: —‘“If the bacteriological report has been productive of positive 
results, the inside of the uterus is explored by means of a gloved forefinger 
in order that pieces of retained placenta, membranes, or old blood-clot may 
be removed if any such should be present.” That was a very mild pro- 
ceeding, judging by the description of it. With the flushing curette the 
amount of pain was very slight, and shock to the patient absolutely absent. 
In the proceeding advocated, the patient was anesthetised, the hand was 
passed into the vagina, there was the shock to the patient—the opening up 
of the innumerable rents after parturition, the vagina was distended and 
air freely admitted, a number of avenues for infection made or opened up, 
and then the finger was passed into the uterus. Besides, he did not believe 
that the finger would remove the debris in the same short space of time as 
the curette. The Master urged against the curette that in the two cases in 
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which it was used it failed. That was possible; it sometimes might fail, 
but the risk in skilled hands was infinitesimal. He thought that the risks 
of the curette were infinitely magnified by the new method. He was glad 
to find the Master had not lost faith in constitutional treatment, but why 
did he recommend mercurial inunction? As to the use of serum, he also 
had come to the conclusion that it was perfectly useless. He thought the 
case of accidental hemorrhage was very interesting. It demonstrated the 
use of the plug and binder, but also the utter unsuitability of version in 
these cases. He was also glad to see that the Master had continued the use 
of Bossi’s dilator in helping delivery, and in inducing labour. As to the 
use of the bullet forceps in plugging the vagina, he had never heard of its 
being done, and he would not do it. In his time, after manual removal of 
the placenta, there was seldom a rise of temperature. As to rubber gloves, 
he did not use them himself. He differed strongly from Dr. Tweedy’s plan 
of a “repeated introduction of the gloved hand into the uterus.” Surely 
one ought to do it with as few introductions as possible, and without 
removing the hand if possible. With regard to the treatment of eclampsia, 
he thought the practice of passing fluid into the stomach a very valuable 
one, but he considered the statement—page 8—‘‘ Neither vapour baths . . . 
objectionable effects” was a very sweeping one. What were the objection- 
able effects of a vapour bath? He knew of no drawbacks to it. He had 
always condemned the use of pilocarpin. Again, Dr. Tweedy differed from 
most authorities as to the wisdom or otherwise of hastening labour in 
these cases. He himself did not think that labour should be induced if the 
convulsions had come on, but otherwise he thought that labour should be 
assisted. He noticed in the Report that practically there was very little 
information about the extern maternity. 

Dr. Smyty congratulated Dr. Tweedy on his most interesting and 
excellent report. He had made many changes, and he thought they were 
all improvements. Rubber gloves were of great use, and especially in 
handling anything that was septic. The using of sponge holders by the 
nurses when washing the vulva was also of importance. The statement 
that there were only three cases of mastitis out of over 1,800 deliveries 
was different from his experience in his own private practice, and he 
thought that it was caused in nearly all cases by the nurses, who frequently 
contaminated their hands when washing the patient, and then infected 
the nipple, and mastitis was brought about. 

Dr. Horng, referring to the question of mastitis, said that these cases 
occurred usually in the second or third week, and after the patient had 
left hospital, so that probably many returned to the extern department. 
He congratulated Dr. Tweedy on his report. It was interesting to see, that 
notwithstanding all the advances that had been made a certain proportion 
of cases did suffer from various forms of puerperal trouble. 

Dr. Smitu was glad to see that rubber gloves were used, and thought 
them a great step in advance. On the question of reckoning morbidity, he 
thought there should be a uniform standard on the continent and here, 
and he considered the German method a good one, and it should be adopted. 
He congratulated Dr. Tweedy on his very excellent report. 

Dr. E. H. Tweepy, in replying, said he first had to thank the members 
for the way in which they had received his report. Replying to Dr. 
Jellett, he said the question of the arrangement of the report did not 
occur to him, and he would be very glad to follow out any suggestions that 
Dr. Jellett had to offer as to the future arrangement. Dr. Jellett differed 

from him on the question of plugging the uterus for accidental hemorr- 
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hage, and, as to the first case, Sir Arthur Macan had objected to his having 
taken out the plug. This treatment was comparatively new, and he lacked 
the courage of his convictions. He was now more firmly convinced than 
ever as to its efficacy, and believed that the plug stops the hemorrhage 
immediately. He thought the case exceptional, and had taken out the plug 
to see if bleeding still continued, and whilst doing so the membranes 
ruptured. It was then perfectly easy to turn, and he did it instinctively. 
He still did not know what the patient had died of. Sir Arthur Macan 
had said that there was no necessity for completely isolating the patients, 
but he must remember that the beds, mattresses, ete., could not be rendered 
surgically clean. In a series of four cases of infection which had occurred 
it was traced to the pan used for catching the antiseptic lotion with which 
the patients were washed, and it was the only utensil in common use among 
them. The fact remained that the moment they began to boil the bed 
chambers, etc., and isolate the patients, the septic condition ceased. The 
aseptic dressings to the vulva might not be necessary but were certainly 
expedient. In dealing with morbidity, he said that no morbidity was ever 
based on first twenty-four hours—rise of temperature, and nothing else; 
104°4° was the basis of the morbidity standard of many of the continental 
clinics, but with us 100°8° had marked the limit until lately. A serious 
condition of septic disease could not exist with a pulse of 90 or below it. 
He would certainly like to see a common standard adopted. He attached 
importance to the temperature and pulse taken in conjunction, as the one 
was a check on the accuracy of the other. He considered that in giving 
morphia in eclampsia, 2 grains in the 24 hours was plenty. He agreed 
with Dr. Purefoy and Dr. Jellett that all the so-called improvements were 
in process of introduction when he went into the Rotunda—it was simply 
a matter of evolution, but he took exception to the statement that separate 
utensils were in use, as they were changed from one bed to another, and 
one patient to another. As to sepsis, Dr. Lloyd had counted 130 cases of 
poisoning of the uterus with 73 cases of streptococcus poisoning. He 
thought that that was very high. Dr. Williams of America, once held that 
streptococci were very common in the vagina, but he had since said he had 
pushed in the germs from the vulva, and this was what probably happened 
to Dr. Lloyd, and he did not think that anyone would admit the accuracy 
of Dr. Lloyd’s 130 cases. As to the description that Dr. Purefoy had 
given of his efforts to remove a piece of placenta in the case alluded to, the 
uterus had been previously curetted by an assistant-master trained in 
curetting by Dr. Purefoy. Dr. Lloyd’s statistics and Dr. Purefoy’s belief 
in the curette were at variance with the very latest statistics. The serious 
dangers from curetting were thrombosis and rupture of the uterus. One 
might curette away the softened muscular tissue as he had seen done. 
The case, also, that Dr. Purefoy referred to was not an ordinary case—she 
was in a very bad condition, and had been previously curetted. As to 
passing the hand frequently into the uterus, he did not believe that anyone 
could say that the uterus was empty so long as there was anything in his 
hand. Sensation was abolished if he had anything in his fingers, and it 
was infinitely more important to take away everything than to exclude air 
germs. He had never seen bad results from putting the hand in frequently. 
As to the use of vapour baths, everyone knew they were most depressing, 
and eclamptic women died from heart failure. Dr. Smyly had fallen into 
an error in stating that only one case of mastitis was recorded in this 
report. He again thanked the members very much for their reception of 
his report. 
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Jacoss (C.). Le Progrés Médicale Belge, April 15th, 1905. 
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DirmoserR. Wien. klin. Wehnschr., January 26th, 1905. 
HypEREMESIS GRAVIDARUM, treatment of. 
Uute (R. v.). Zentral. fiir Gyndkol., 1905. No. 24. 
Immature Eryturocytes in the blood during pregnancy and the puerperium. 
RESINELLI (G.). Annali di Ostet. e Ginecol., November, 1904. 
Liquor AmMNII, infection of the. 
Pestatozza (E.). Za Ginecologia, April 15th and May 15th, 1905. 
Liquor Amnit, infection of the, prognosis for mother and child. 
Cova (E.). Annali di Ostet. e Ginecol., January, 1905. 
LurTeINn CELLs in atresic follicles during pregnancy. 
Seitz (L.). Zentral. fiir Gyndkol., 1905. No. 19. 
Mik SEcRETION in pregnancy. 
Manpi. Miinch. med. Wchnschr., 1905. No. 5, p. 244. 
Missep Lasour, a case of. 
Herz. Wien. med. Wchnschr., 1905. No. 6 & 7. 
Nervous Network in the placental villi. 
Fossati (G.). Annali di Ostet. e Ginecol., April, 1905. 
NERVE TERMINATIONS in the placenta, demonstration of. 
Pestatozza (E.). Za Ginecologia, May 15th, 1905. 
NEUTRAL AND AciD Fats AND Soaps in the feces of healthy, gravid, and puerperal 
women. 
Ferroni (E.). Annali di Ostet. e Ginecol., January, 1905. 
OPERATIONS IN PREGNANCY, ought they to be done? 
FELLNER. Wien. med. Wehnschr., 1905. No. 9. 
PARALYSES OF PREGNANCY, the peripheral. 
Hoessurin (V.). Miinch. med. Wehnschr., 1905. No. 14. 
Petves of the white and black races, etc. 
Riccs (Tu. C.). Zentral. fiir Gyndkol., 1905. No. 16. 
PERINEAL Rupture, complete, the flap operation (method of Lawson Tait). 
NaGeL. Archiv fiir Gyndkol. Bd. 57, Ht. 2, 8. 234. 
Pxacenta, histology of, when prematurely separated though normally implanted. 
Brancarpi (Guipo). Annali di Ostet. e Ginecol., May, 1905. 
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PLACENTA in the wall of the gravid and puerperal uterus, histology of the point of 
insertion of the. 
Pinto (C.). Annali di Ostet. e Ginecol., January, 1905. 
PLACENTA PREVIA, some atypical forms of. 
Veccut (M.). Annali di Ostet. e Ginecol., January, 1905. 
PLACENTA, uncommon tumour of. 
Ferroni (Ersizt10). Annali di Ostet. e Ginecol., May, 1905. 
PREGNANCY, DIAGNOSIS OF, in the early months. 
Sxutscw. Miinch. med. Wehnschr., 1905. No. 5, p. 242. 
RETROVERSIO UTERI INCARCERATA : recovery of case complicated with ileus. 
Dienst. Deuts. med. Wehnschr., April 20th, 1905. 
Rupture, spontaneous, of a pregnant septic uterine diverticulum. 
HELLENDALL. Archiv fiir Gyndkol. Bd. 57, Ht. 3, S. 686. 
RuptuRE, spontaneous, of the uterus in pregnancy. 
Ferroni (Ersitio). La Ginecologia, January 3lst, 1905. 
ToxMIA of pregnancy. 
Davis. Amer. Journ. of Med. Sciences, February, 1905. 
TRIPLETs in a uterus bicornis unicollis, on a case of. 
Frank. Miinch. med. Wehnschr., 1905. No. 8, p. 360. 
TUBERCULOSIS OF THE LARYNX in pregnancy, and the question of artificial abortion. 
Sétensrec. Miinch. med. Wehnschr., 1905. No. 7. 
TUBERCULOSIS OF LARYNX IN PREGNANCY, further contribution to. 
Fettner. Miinch. med. Wehnschr., 1905. No. 14. 
Tumours or Uterus complicating pregnancy. 
Farrcuitp (D. S.). Annals of Gynecology and Pediatry, November, 1904. 
Vol. 17, No. 11. 
TypHoID FevER AND PREGNANCY, with special reference to foetal infection. 
Hicks & Frencu. Lancet, June 3rd, 1905. 
ULcer OF THE STOMACH AND PREGNANCY. 
Pray (A. LE). Annales de Gynécology et d’Obstét., May, 1905. 
Umpiticat Corp, twists of, on the frequency of and the diagnosis and treatment of. 
Magenrer. Inaugural Dissertation, Giessen, January, 1905. 
VesicuLaR MOLE: a contribution based on 14 cases. 
Kranst. Jnauqgural Dissertation, Breslau, April, 1904. 
VesicuLaR MOL, studies on the early stages of. 
Srorret. Monats. fiir Geburts. und Gynécol. Bd. 21, Ht. 5. 
VesicuLar Mote, the histology of. 
Frasst (L.). Annali di Ostet. e Ginecol., January, 1905. 


II. LABOUR, INCLUDING OBSTETRIC OPERATIONS. 


ABDOMINAL Sections for abdominal pregnancies and obstructed labours. 
Ripvett (J. Scorr). Lancet, May 6th, 1905. 
ABNORMAL Lasour. 
Hemenway (H. B.). llinois Med. Journal, March, 1905. 
Asepsis in the Rotunda Hospital, Dublin. 
Tweepy. Practitioner, March, 1905. 
Birtu Mecuanism, the significance of the physical characteristics of the child in. 
Sertuem (H.). Zentral fiir Gyndkol., 1905. No. 28. 
Brrtu, the mechanism of. 
Gaszyusxi (St. v.). Zentral. fiir Gyndkol., 1905. No. 25. 
Bossr’s Dinator. 


Smiru (A. J.). Dublin Journ. of Med. Science, April, 1905. 
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Bossi, his instrument and method. 
BaRDELEBEN (H. v.). Zentral. fiir Gyndkol., 1905. No. 15. 
Bossi’s INSTRUMENT. 
HamMerscoiaG. Zentral. fiir Gyndkol., 1905. No. 20. 
Bossi’s METHOD of dilatation; ought it to be recommended for general use? 
Dturssen. Archiv fiir Gyndkol. Bd. 57, Ht. 2, S. 247. 
Bossi’s METHOD. Reply to Diihrssen’s article: “Ought it to be recommended for 
general use?” 
LicuTenstein. Archiv fiir Gyndkol. Bd. 57, Ht. 3, S. 701. 
CSAREAN Section for congenital malformation of the cervix uteri. 
Sxae (H. T.). Lancet, May 6th, 1905. 
C2:SAREAN SECTION in late labour. 
Homes (R. W.). Amer. Journ. of Obstet., June, 1905. 
CZSAREAN SECTION in the moribund. 
Fttu (H.). Zentral. fiir Gyndkol., 1905. No. 23. 
CZSAREAN SECTION, six cases of. 
Lee (Jos. B.). Amer. Journ. of Obstet., June, 1905. 
CHLORIDE OF ETHYL, general anesthesia in obstetrics by the use of. 
Prancnu. Annales of Gynecology and Pediatry, September, 1904. Vol. xvii., 
No. 9. 
DECAPITATION ScIssoRs, a new. 
Réuricw. Wien. med. Wehnschr., 1905. No. 8. 
DILATATION, MECHANICAL, further contributions on the technique of. 
Pottak. Monats. fiir Geburts. und Gyndkol. Bd. xxi., Ht. 4. 
DixaTaTiIon, the question of. 
DE Sericneux. Zentral. fiir Gyndkol., 1905. No. 238. 
FORCEPS DELIVERY, 144 cases of. 
Hew. Miinch. med. Wcehnschr., 1905. No. 3 and 4. 
Forceps, the history of the obstetric. 
Partripce (H. G.). Amer. Journ. of Obstet., June, 1905. 
HEAD IN TRUE PELVIS, a simple grip for the estimation of the depth of the feetal. 
Tuomass. Deuts. med. Wehnschr., April 6th, 1905. 
Herotomy. 
VeLve (J. H. VAN DER). Annales of Gynecology and Pediatry, October, 1904. 
Vol. xvii., No. 10. 
Hesotomy : Gigli’s method. 
v. Franguk. Miinch. med. Wehnschr., 1905. No. 10. 
InpucTIon for narrow pelves, primary and ultimate results of. 
Scuerrzyk. Archiv fiir Gyndkol. Bd. 57, Ht. 3, S. 633. 
INveRSION oF Utervs in its medico-legal aspect. 
Mriranpva (G.). Archivio di Ostet. e Ginecol., October, 1904. 
Lazour, excessive length of, due to uterine inertia. 
Greston. Bulletin de la Soc. d’Obstet. de Paris, March, 1905. 
Lazour, induction of : a comparison of some of the methods. 
Suey (J. 8.). Brit. Med. Journ., June 24th, 1905. 
MECHANISM OF ROTATION IN LaBour, the. 
OSTERMANN (H.). Zentral. fiir Gyndkol., 1905. No. 17. 
MecHANISM OF LaBour, on the explanation of. 
Herzretp. Wien. med. Wehnschr., 1905. Nos. 14, 15 & 16. 
MENTO-POSTERIOR PosITIONS, persistent. 
REED (C. B.). Amer. Journ. of Obstet., May, 1905. 
Pervic Capacity and the delivery of children of considerable development. 
Auriert (E.). Annali di Oxtet. e Ginecol., October, 1904. 
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PeLvic WIDENING, on operations for. 

Hormeier. Miinch. med. Wehnschr., 1905. No. 1, p. 51. 
PELVIMETER, a new, for estimating the straight diameters. 

Sotowis (A.). Zentral. fiir Gyndkol., 1905. No. 24. 
PERFORATION of the living child in midwifery hospitals. 

Katz. Monats. fiir Geburts. und Gynakol. Bd. xxi., Ht. 4. 
PERINROTOMIA MEDIANA. 

FLEISCHMANN. Wien. klin. Wehnschr., March 16th, 1905. 
PRECIPITATE Lagour, a fatal case of. 

Rayner (H. E.). Lancet, June 17th, 1905. 
PRECIPITATE LaBour and its consequences. 

WINKLER. Inaugural Dissertation, Breslau, April, 1904. 
PREMATURE Lasour, for and against the induction of. 

BatscH. Deuts. med. Wehnschr., March 28rd, 1905. 
OpsTRUCTED LazBour by a cervico-vaginal fistula. 

CovuveratrE (A.). Annales de Gynécol. et d’Obstét., April, 1905. 
OvaRioToMy, vaginal, during delivery, a case of. 

PETERSEN. Monats. fiir Geburts. und Gynakol. Bd. xxi., Ht. 6. 
Rupture oF UTEerRvs 1n Lasovr, spontaneous, in a vertex presentation. 

Saks. Miinch. med. Wcehnschr., 1905. No. 24. 
SPONTANEOUS EVOLUTION, case of. 

Cox (E. A.). Brit. Med. Journ., June 24th, 1905. 
TRIPLETS. 

Cotuins (F. H.). Brit. Med. Journ., June 24th, 1905. 
Twins, with three days interval between the birth of the first and second child. 

CraMeR. Jfonats. fiir Geburts. und Gyndkol. Bd. xxi., Ht. 4. 
Urervs duplex separatus and vagina septa, labour in. 

Pottak. Archiv fiir Gyndkol.. Bd. 57, Ht. 2, 8. 317. 


Ill. FQ@TUS AND NEW-BORN CHILD. 


ABNORMALITIES, on some of the hinder end of the human feetus. 
Meyer....Virchow’s Archiv. Bd. clxxx., Ht. 2. 
Acarpic ACEPHALIC MonstTER, one of triplets. 
Bravetta (E.). Annali di Ostet. e Ginecol., January, 1905. 
ALIMENTATION OF THE CHILD, an investigation on the time of appearance of certain 
soluble ferments in human milk, and their significance in the. 
Bertrino (A.). Annali di Ostet. e Ginecol., January, 1905. 
Breast FEepinG and the causes leading to its avoidance. 
Nicris. Wien. klin. Wehnschr., May 4th, 1905. 
Breast FEEDING, encouragement of (three papers on this subject). 
Hampurcer, Escuentn & Friepsunc. Wien. klin. Wehnschr., June Ist, 1905. 
Breast Pump, an improved. 
Forest. Miinch. med. Wehnschr., 1905. No. 24. 
CHLORINE, its absorption, elimination and utilisation in healthy infants. 
Prerra. Bulletin de la Soc. d’ Obstet. de Paris, March, 1905. 
ConcenitaL Lesions of the diaphragm and respiratory insufficiency in the newborn. 
Mort (A.). Annali di Ostet. e Ginecol., October, 1904. 
GonococcaL Sepsis iN THE NEWBORN, on. 
Brenmer. Deuts. med. Wehnsehr., January 12th, 1905. 
HERMAPHRODITISM, contribution to our knowledge of. 
Uncen. Berlin. klin. Wehnschr., 1905. No. 17. 
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INTESTINAL OCCLUSION, congenital. 

BrinpEav & Moncany. Bulletin de la Soc. d’Obstét. de Paris, March, 1905. 
MALFORMATIONS, multiple, in the foetus, two examples. 

Bonnaire. Bulletin. de la Soc. d’Obstét. de Paris, March, 1905. 
Mam™-#, axillary, with accessory nipples. 

Mayerier. Bulletin de la Soc. d’Obstét. de Paris, March, 1905. 
MesenTERIC Cysts in the infant. 

Broca & Dante. Fev. de Gynécol. et de Chirur. Abdom., May—June, 1905. 
Naso-PHARYNGEAL INFECTION in the newborn. 

Laurens (GeorGEs) & Prierra (Louis). L’Obstétrique, May, 1905. 
PASTEURISATION OF MILK. 

Perret. L’Obstétrique, May, 1905. 
PREMATURE INFANTs, the care and feeding of. 

Morse (J. L.).. Amer. Journ. of Obstet., May, 1905. 
Psevupo ACHONDROPLASY. 

Porak. Bulletin de la Soc. d’Obstét. de Paris, May 18th, 1905. 
Racuitic Psevpo-AcHonpDropiasic Fetus. 

Veron. L’Obstétrique, May, 1905. 
Scxuttze’s Metuop for those born asphyxiated, the question of. 

Horace. Miinch. med. Wehnschr., 1905. No. 14. 
STERNO-MASTOID, cause of swellings of, in new-born. 

Pincus (L.). Zentral. fiir Gyndkol., 1905. No. 20. 
Sypuitis, infantile: pathological anatomy of the liver. 

Grassi (G.). Annali di Ostet. e Ginecol., October, 1904. 
Umpniticvs, cysts of the, on the etiology of. 

Boupt. Monats. fiir Geburts. und Gyndkol. Bd. xxi., Ht. 6. 


IV. PUERPERIUM. 

AUTOTHROMBOSIs, a reply to O. O. Fellner. 

Pinto (C.). Annali di Ostet. e Ginecol., April, 1905. 
BaciLtvus Cort INFEcTION in the puerperium. 

Boguet & Papin. L’Obstétrique, May, 1905. 
Bioop-AGar Prates, their employment in obstetrical work. 

Faure & AmstaD. Bulletin de la Soc. d’Obstét. de Paris, March, 1905. 
BLoop IN PUERPERAL FEVER, the. 

Emery. Practitioner, March, 1905. 

CureTTE, the, in the treatment of abortion and the puerperal uterus. 
Lances. Monats. fiir Geburts. und Gyndkol. Bd. xxi., Ht. 4. 
CUPETTING DURING THE PUERPERIUM, discussion upon the indications for. 

PINARD, CHAMPETIER DE RiBes, WALLICK. Comptes Rendus de la Soc. d’Obstét 

et de Gynécol. de Paris, May, 1905. 

EPIDEMIC OF PUERPERAL FEVER a century ago, on an. 

Heuer. Practitioner, March, 1905. 
HMAGGLUTININ, increase of, in the puerperium. 

Scuevk (F.). Zentral. fiir Gyndkol., 1905. No. 18. 
H2MORRHAGES IN THE PUERPERIUM. 

WEINBRENNER. JMiinch. med. Wehnschr., 1905. No. 5. 
Herpes ZOSTER DURING THE PUERPERIUM, of an eclamptic patient. 

Nev. Monats. fiir Geburts. und Gyndkol. Bd. xxi., Ht. 4. 
INVERSION OF THE UTERUS, acute puerperal. 

Picuies!. Archivo Italiano di Ginecologia, February 28th, 1905. 
INSANITY, Post-PARTUM. 

PestaLozza (E.). La Ginecologia, February 13th, 1905. 
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Lysins FROM THE MoTHER TO THE Fetus, on the passage of. 
BerTINo (ALLESSANDRO). Archivio Italiano di Ginecologia, March 31st, 1905. 
PNEUMONIA COMPLICATING LABOUR AND PUERPERIUM. 
JARDINE (RoBert). 7'he Scottish Med. and Surg. Journal, May, 1905. Vol. xvi., 
No. 5. 
PUERPERAL Fever and the control of midwives. 
Pacet. Practitioner, March, 1905. 
PUERPERAL FEvER, clinical aspects of. 
Herman. Practitioner, March, 1905. 
PUERPERAL FEVER, on the prevention of, in London Lying-in Hospitals. 
Gow. Practitioner, March, 1905. 
PurRPERAL Fevers, pathology of. 
Fouterton. Practitioner, March, 1905. 
PueRPERAL FEveER, prevention of. 
DorerFLeR. AMiinch. med. Wehnschr., 1905. No. 9. 
PUERPERAL FEVER, treatment of. 
GataBIN. Practitioner, March, 1905. 
PUERPERAL INFECTION, on the treatment of. 
McCann (J. J.). Lancet, May 27th, 1905. 
PUERPERAL INFECTION, the treatment of. 
v. RostHorn. Deuts. med. Wehnschr., June 8th, 1905. 
PUERPERAL PERITONITIS, note on the treatment of. 
LepacE (G.). .Comptes Rendus de la Soc. dObstét. et de Gynécol. de Paris, 
May, 1905. 
PueERPERAL SeEpTic#MIA from a public health aspect. 
Wituiams. Practitioner, March, 1905. 
PUERPERAL SepTica:miA, Oral Sepsis and. 
Leicu (T. D.). Brit. Med. Journ., April 22nd, 1905. 
PUERPERAL SEPTICZMIA, prevention of. 
Hart (Berry). Practitioner, March, 1905. 
PvERPERAL Septic Disease, some impressions of, in its more severe forms. 
Gorpon. Practitioner, March, 1905. 
PUERPERAL SEPsIs. 
Bross. Australasia Med. Gazette, May 20th, 1905. 
Pyrexta following childbirth, treated with antistreptococcic serum (a case). 
Warp (P. H.). Lancet, June 10th, 1905. 
Scak in WALL oF PuerPeRAL Utervs, post-operative connective tissue. 
Mayer. Miinch. med. Wchnschr., 1905. No. 22. 
Sepsis In MrpwiFery, prevention of. 
STEPHENSON (PRoressor). T'he Scottish Med. and Surg. Journal, April, 1905. 
Vol. xvi., No. 4. 


Vv. VARIOUS. 


In Memoriam, Epvuarpo Porro. 
MancraGatii (L.). Annali di Ostet. e Ginecol., January, 1905. 
Mipwives Act, 1902. 
CuLtincwortH. Practitioner, March, 1905. 
Mipwives Act, 1902, a criticism of. 
Gtover. Practitioner, March, 1905. 
PROBLEMS, some fundamental, in obstetrics and gynecology. 
Wesster (J. C.). American Medicine, December 10th, 1904 
ScHoon or Onstetrics IN MILan, the, in the eighteenth century. 
Decro (Carto). Annali di Ostet. e Ginecol., May, 1905. 
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B—GYNACOLOGY. 


I. OVARIES AND FALLOPIAN TUBES. 
ADENO-CYSTOMA HMORRHAGIC of ovary. 
Scu#Frer. Archiv fiir Gyndkol. Bd. 57, Ht. 3, S. 508. 
CARCINOMA OF OvaRiEs resembling chorio-epithelioma. 
Micuex (F.) Zentral. fiir Gyndkol., 1905. No. 14. 
CaRcInoMaTous OvARIAN Tumour involving an intra-mural myoma of fundus uteri. 
BAvEREISEN. Miinch. med. Wehnschr., 1905. No. 138. 
Dermoip Cysts, a contribution to the study of. 
SnecurrerF (G.). Annales de Gynécol. et d’Obstét., May, 1905. 
GRAAFIAN FOLLICLES with several ova, and ova with several nuclei, on. 
ScHOTTLAENDER. Monats. fiir Geburts. und Gyndkol. Bd. xxi., Ht. 5. 
H.-FMATOMA OF THE OvaARY. 
Tate (Macnus A.). Amer. Journ. of Obstet., May, 1905. 
H2:MATOMA OF THE Ovary, a case of, simulating an attack of appendicitis. 
Witson (Harotp W.). Lancet, May 6th, 1905. 
HERNIA OF THE Ovary. 
HEEGAARD. Archiv fiir klin. Chirurgie. Bd. lxxv., Ht. 2. 
HERNIA OF THE TUBE AND Ovary, labial, congenital. 
Mac&é & Moncany. Bulletin de la Soc. d’Obstét. de Paris, May 18th, 1905. 
INTERNAL SECRETIONS of ovary and placenta. 
Freckx (G.). Zentral. fiir Gyndkol., 1905. No. 24. 
InTERNAL SECRETION of ovary and placenta and their influence on the secretion of 
milk. 
Harpan. Archiv fiir Gyndkol. Bd. 57, Ht. 2, 8. 353. 
INTERSTITIAL GLAND ForMATION in ovary. 
FRAENKEL. Archiv fiir Gynakol. Bd. 57, Ht. 3, S. 443. 
Myxo Sarcoma of Fallopian tube. 
Jacoss (C.). Le Progrés Médicale Belge, April 15th, 1905. 
ObPHORECTOMY DURING MENSTRUAL LIFE, on some of the troubles which follow double. 
Recorpati (Zaprt). Archivio Italiano di Ginecologia, February 28th, 1905. 
OGPHORECTOMY in mammary cancer. 
Micuets. Miinch. med. Wehnschr., 1905. No. 24. 
OérHoRiItTIs, chronic. 
THEILHABER. Miinch. med. Wchnschr., 1905. No. 24. 
Ovarian Cyst, suppurating, laparotomy and abdominal drainage. 
PranerR. Wien. med. Presse., June 4th, 1905. 
Ovarian Cystoma, heredity in. 
Srupson (Proressor A. R.). The Scottish Med. and Surg. Journal, April, 1905. 
Vol. xvi., No. 4. 
OvaRIAN Tumours, notes on three interesting. 
Hamitton. Australasian Med. Gazette, April 20th, 1905. 
OvaRIEs, action of Réntgen rays on. 
HALBerst&DTER. Berlin. klin. Wcehnschr., 1905. No. 8. 
Ovaries, changes in the, in syncytial tumours and vesicular mole. 
PaTeELiant (S.). Zentral. fiir Gyndkol., 1905. No. 13. 
Ovaries, changes in the, in vesicular mole and normal pregnancy. 
Wattart (J.). Zentral. fiir Gyndkol., 1905. No. 138. 
Ovaries IN Precnancy, histology of. 
Pinto (Carxo). Annali di Ostet. e Ginecol., May, 1905. 
OVARIOTOMY DURING PREGNANCY. 
Scunerer. Inaugural Dissertation, Strassburg, January, 1905. 
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Ovary, SMALL Ha&MORRHAGIC Cysts oF, considered from a surgical point of view. 
DaniEL. Rev. de Gynécol. et de Chirur. Abdom., March—April, 1905. 
PsEUDO-ASCITES WITH OvARIAN Tumours, and its clinical significance. 
Ho6rmMann. Miinch. med. Wehnschr., 1905. No. 12. 
SALPINGITIS, CHRONIC, pathology and therapeutics of. 
THEILHABER. Miinch. med. Wehnschr., 1905. No. 2 & 3. 
SPONTANEOUS RESECTION OF A TUBE. 
GuiccraRpDi1 (GuisEpPE). La Ginecologia, February 28th, 1905. 
SupPURATIVE DISEASE OF THE APPENDAGES, the surgical treatment of. 
D’ErcHIA (FLoRENzO). La Ginecologia, February 15th, 1905. 


II. UTERUS, INCLUDING DISORDERS OF MENSTRUATION. 


ABDOMINAL AND VAGINAL Operations for the relief of fibro-myomatous tumours of the 
uterus, the technic of. 
Gorre (J. R.). Amer. Journ. of Obstet., May, 1905. 
ADENOMYOMA UTERUS, a contribution to the origin of. 
Witiiams (WHITRIDGE). Annals of Gynecology and Pediatry, January, 1905. 
Vol. xviii., No. 1. 
ALEXANDER-ADAMS’ OPERATION. 
Fucus (H.). Zentral. fiir Gyndkol., 1905. No. 20. 
ALEXANDER-ADAMS’ OPERATION, technique of. 
Roseers. Deuts. med. Wehnschr., April 20th, 1905. 
Bioop CHANGES in connection with menstruation. 
Ratner (G.). Za Ginecologia, February 28th, 1905. 
CaRcINoMA, early diagnosis of uterine. 
Pestatozza (E.). La Ginecologia, January 31st, 1905. 
CARCINOMA OF UTERUS, a contribution to the abdominal radical operation for. 
Lamee. Monats. fiir Geburts. und Gyndkol. Bd. xxi., Ht. 5. 
CaRcINOMA OF UTERUs, early glandular: will curetting cure it? 
VassMER. Archiv fiir Gyndkol. Bd. 57, Ht. 3, S. 668. 
CakciNoMA Utert, the value of enucleation of glands in operations for. 
BaiscH. Archiv fiir Gyndkol. Bd. 57, Ht. 2, S. 273. 
CarcinoMA UTERI, Psammoma-bodies in. 
Scuttze. Archiv fiir Gyndkol. Bd. 57, Ht. 3, S. 620. 
CANCER OF THE CERVIX UTERI, glandular infection in. 
Hartmann (H.) & Lecitne (Pavt). Annales de Gynécol. et d’Obstét., March, 
1905. 
i CANCER OF THE UTERUS. 
“Review.” Annales de Gynécol. et d’Obstét., March, 1905. 
CANCER OF THE UteERvs, arterial ligature in inoperable. 
Rovvitte (S. pe). Annales de Gynécol. et d’Obstét., March, 1905. 
CANCER oF UTERUS, early diagnosis of. 
Ross (Hunter). Annales of Gynecology and Pediatry, Nov., 1904. Vol. xvii., 
No. ll. 
CANCER OF THE Uterus, treatment of inoperable. 
“Review.” Annales de Gynécol. et d’Obstét., March, 1905. 
Cervican ATRESIA after cauterisation. 
Dotkris (J. A.). La Gynécologie, April, 1905. 
Curonic UTERINE AFFECTIONS, contribution to the care of. 
Marocco. Archivo Italiano di Ginecologia, March 31st, 1905. 
DYSMENORRHA. 
Watkins (T. J.). Illinois Med. Journal, March, 1905. 
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